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PRECISION 
TUBES & POSTS 


AKER tubes and posts are made of 

hard, high fusing, non-oxidizing alloys 
(2350°F). Because of a new process, Baker 
posts and wire are supplied to fit like a piston 
and cylinder which allows no original loose 
movement to cause later stretching and loosen- 
ing of lingual locks. 


@ Wall thickness: all lingual tubes .015”; all 
buccal tubes .012”. 


@ Half-round 14 gauge tubes are supplied .100” 
long, mounted on sufficient QA wire to make 
perfect fitting posts, unless otherwise specified. 


@ Ready-made half-round tubes and posts have 
a sheet of solder on the tube and on the end 
of the post which is grooved out to engage 
the arch-wire. To solder, you merely flux and 
hold to place; thus easily obtaining perfect 
positioning. 

@ Symmetrical tubes and ee (D-shaped) have 
a hook on the post which snaps over the arch 
wire, giving you perfect position before solder- 

e tube is slotted out slightly to receive the . 

of the post. Order to fit .036", .038” 
or .040”. 


@ D-shaped tubes supplied on segmented wire. 
You just solder to arch and break away post. 


@ Oralium quarter inch round, eighth and 
quarter inch rectangular buccal tubes are most 
popular, as well as dozens of other shapes and 
oy Open Tu open arch repair tubes or 
closed tubes. 
A postcard will bring you a trial order, a pad 
of prepaid order cards, a price list or other 
information on our orthodontic materials, 
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KETCHAM HOOK ATTACHMENT 


for round arch wire. 


$3.25 a dozen. 
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Are you as fussy 
about your wire.. 


And a logical reply to that one might be: “Well, how fussy ARE 
you, anyway?” 

Part of the answer is that every production batch of Ney wire is 
check-tested by our Research Department as it goes through the manu- 
facturing process. Samples taken at random are given heat treatments 
designed to exaggerate any possible defects. Then, in the tensile tests 
that follow, they must still meet the high standards of performance set 
for that alloy. 

When the wire is down to gauge and the factory is through with it, 
every single length goes through our Research Department where it is 
individually inspected for any flaw or defect that can be detected under 
the microscope. We're our own severest critics, and we reject and destroy 
every piece about which there might be the slightest question. 

Only after this inspection is the wire ‘testmarkt’ with its distinguish- 
ing color on each end and released for sale. This is our way of saying 
to you “OK'd by Ney”. 

Three popular Ney Orthodontic Wires 
for all orthodontic technics are: 
PALINEY #7 .. . . . . $2.30 per dwt. 


NEY-ORO ELASTIC #12. . . 2.60 per dwt. 
NEY-ORO GOLD COLOR ELASTIC 2.60 per dwt. 


\ NEY 


Born of Research Proved by “Jest 


THE J. M. NEY COMPANY + HARTFORD 1, CONNECTICUT 
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DIRECT 


Twin-Arch Technics 


SPOTWELDING WITH TRU-CHROME materials 
provides a better, stronger, precision appliance 
in one chair time. 


The old trial-and-error method of positioning the 
arch is eliminated with a Tru-Spot Welder and Tru- 
Chrome Buccal Tubes. 


Three different Tru-Chrome brackets give positive 
results with the method the operator prefers—Twin- 
Tie Channel Bracket, Twin-Snap Bracket, Ford Lock 


(which requires neither tie wires nor locking pins). 


SENT ON REQUEST 
New Sooklet 


“DIRECT TWIN-ARCH TECHNIQUE” 


—for faster operation and better results in an appli- 
ance having maximum strength, minimum bulk and 


precision mechanism. 


ROCKY MOUNTAIN METAL PRODUCTS CO. 


Box 1887, Denver 1, Colo. 


Distributors: 
East Coast: Gilbert A. Thrombley, 220 W. 42d, New York 18, N. Y. 
West Coast: Karl A. Kreis, Flood Bldg., San Francisco 2, California 


1450 Galapago Street 
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ELIMINATES FLAME OXIDATION!: 
Authorised Bindings 


12 issues per volume, 
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DSCLORATION OF American Journal of 


2 Eliminates intermediate pickling 
; in successive solder 


Beautifully Bound in Best Grade 


Follows regular technics. Washable Buckram 
Your Name on the Front Cover 


WILL NOT TARNISH 
RUST INSTRUMENTS 


AT YOUR DEALER $3 QT. Special arrangements have been 


@ Replaces acid pickle. 


made by THE C. V. MOSBY COM- 
WILLIAMS GOLD REFINING CO., INC. PANY whereby subscribers can have 
BUFFALO 14 bes NEW YORK their copies economically bound to 


the publisher’s specifications. 


You can now have your issues of 
American Journal of Orthodontics 
bound in best grade of washable buck- 
ram with your name imprinted in 
genuine gold on the front cover. 


These personalized and handsomely 
crafted books, distinctively designed, 
will prove an asset to your home or 
office library. They will be a constant 
source of reference for many years to 
come. 


Your bound volumes will be re- 
turned—transportation PREPAID to 
any place in the United States. Ship 
journals express or parcel post PRE- 


PREPARED LIQUID | _ PAID, with check or money order made 
ia payable to: 
X- RAY CHEMICALS 


The Book Shop Bindery 


Creators of Distinctive Bindings 
Since 1895 


308 WEST RANDOLPH STREET 
CHICAGO 6, ILL. 
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@ Complete set of bound volumes of the American Journal of 


Orthodontics, in perfect condition, for sale. 


Make offer to: 


Dr. KE. H. Golden, 6204 Delmar Boulevard, St. Louis 5, Missouri. 


UNICEF—International Cooperative 


HE United Nations International 

Children’s Emergency Fund is 
part of the United Nations itself, 
created by the General Assembly in 
December, 1946. Primarily, UNI- 
CEF was to help children in coun- 
tries that had been victims of aggres- 
sion and other war-affected countries; 
secondly, to aid child health gener- 
ally. UNICEF has pursued its mis- 
sion to the limit of its resources. It 
has known no barrier of race, creed, 
nationality or politics. The Fund is 


responding magnificently to the ur- 
gencies not only in Europe, but in 
the Philippines, the Middle and Far 
East, Central and South America. 


UNICEF aid is of many kinds, but 
for the most part it is a supply pro- 
gram, fitted into the needs of the 
various countries for protective foods; 
for raw materials for manufacture 
into clothing and shoes; for milk 
conservation equipment to help in 
increasing the production and qual- 
ity of local milk supplies for chil- 
dren; for services and equipment for 
baby clinics and child-caring institu- 
tions; and for medical programs 
within the country that directly af- 
fect children. 


Most important in the health field 
is BCG (Bacillus Calmette Guerin) 


anti-tuberculosis vaccination. It 
comprises the testing and vaccina- 
tion of millions of children as a pre- 
ventive measure. By January, 1950, 
some ten million children had al- 
ready been given this protection, and 
work was well under way to reach 
many times that number throughout 
the world. 


UNICEF is also providing certain 
supplies and equipment for other 
large-scale medical programs given 
for (1) the control of tuberculosis in 
children already affected; (2) the 
control of malaria and other insect- 
borne diseases; (3) the cure of syph- 
ilis in pregnant women, as a means 
of protectng their infants; (4) yaws- 
control, yaws being a disabling and 
disfiguring disease that affects mil- 
lions of children in certain countries 
of Asia and Central America and 
(5) general maternal and _ child- 
health programs. 


The U. S. Committee for the UNI- 
CEF has been named by the Depart- 
ment of State as the volunteer group 
in the United States to interpret 
UNICEF’s world-wide effort on be- 
half of children. There are still 
millons of children who need the 
benefits of UNICEF aid. You can 
help by sending a_ contribution. 


U. N. Children’s Fund Committee, New York 16, New York 


May, 1950 
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A Finer, 
Stronger 


Lingual Appliance 


in Half the Old Operating 
Time... 


Precision manufacture by a series 
' of power press operations means that every post of every Tru- 
} Chrome Prefabricated Lingual Arch fits perfectly into every 
Tru-Chrome .030x.074 Lingual Tube. 

i, The Ellis-type posts, with their snug fit, thus eliminate 


two tiresome soldering procedures. The one-piece construction 
of the Arch provides a smooth, uniform appliance with both 


| simplicity and strength. 
‘ One careful trial of this combination results in perma- 


nent use of these Tru-Chrome specialties. 


Prefabricated Lingual Arches, in 12 sizes, 
with measuring gauge.................... $2.50 doz. 


Introductory order of 6 dozen, sizes assorted 
from our experience in re-orders........ $13.50 


-030x.074 Lingual Tubes (specify plain or 
knobbed), with 4 flanges for spotwelding 
$2.50 doz. 


220 West 42d, New York 18,.N.Y. 
West Coost—Karl A. Kreis, Flood Bldg. Son Francisco 2, California. 
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PRESIDENT’S ADDRESS 


NORTHEASTERN SOCIETY OF ORTHODONTISTS 


Rosert H. W. Srrane, M.D., D.D.S., BripGerort, Conn. 


NDER the dictates of our constitution and bylaws your presiding officer 
must give an account of his administration during the past year. It is 
also his privilege to suggest constructive ideas which, in his opinion, may be 
for the betterment of the Society. 

Unfortunately, you have had for your president this past year one whose 
association with the working units of the organization, in past years, has been 
extremely limited. Consequently, in preparing this address, I have been obliged 
to appeal for help and guidance to various members whose knowledge of these 
important details has been of an intimate nature. To these individuals I express 
my thanks for their cooperation. 

It was my pleasant duty to carry out the constructive suggestions made by 
my predecessor, Dr. Hillyer, in the reappointment of the same committees on 
education and on laws of specialization as were in service during his tenure of 
office. 

Mur presence in Boston for this session also is tangible evidence that his 
suggestion of holding one of our semiannual meetings in another city, other 
than New York, has been adopted. It is my hope that this plan will continue 
in action. 

Unquestionably the most critical problem confronting the dental profession 
today, and coincidentally our own specialty, is that of Federal Government con- 
trol over the practice of dentistry. In spite of the evidence of the impraec- 
ticability of administering a plan such as the ‘‘ecompulsory health insurance’’ 
scheme, as illustrated by the chaotic conditions in England, our President is . 


Presented at the meeting of the Northeastern Society of Orthodontists, Boston, Mass., 
March 7, 1950. 
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still insistent that such a law shall be enacted in this country. Dr. Hillyer sug- 
gested that a committee be appointed to confer with the officers of the American 
Association of Orthodontists, with the object of evoking concerted action against 
such legislation. Your president has been remiss in not appointing such a com- 
mittee and apologies are due. Fortunately, it is not too late for such a com- 
mittee to be appointed to take this matter up at the next meeting of the parent 
body and he now urges that Dr. Hillyer’s suggestion be heeded and such a com- 
mittee be appointed at this session, if the members are in accord with the idea. 
Certainly the situation is acute and such an action is warranted. 

Political influence is quite rampant in its efforts to reduce the high 
standards of the practice of dentistry in our land. Playing Santa Claus to the 
hoi polloi, namely, the masses, as a vote-getting inducement, has proved very 
effective. The Massachusetts law, legalizing the training of dental hygienists 
to perform dental operations on children, and the vetoing by the Governor of 
the proposed law in Connecticut which would prohibit dental laboratories from 
doing prosthetic work for individuals, in other words from practicing dentistry 
without a license, are tragic examples of the invasion of governmental bodies 
upon the welfare of our profession. Organized dentistry cannot afford to let 
such activities pass unchallenged. We, in turn, as oral specialists, should give 
our support to our colleagues in all programs planned to counteract such 
political debaucheries. Complacency spells disaster. The entrance of destrue- 
tive wedges of this kind are certain to be followed by more drastic invasions 
which will eventually terminate in complete Federal control of our profession. 

Already bills have passed in the Senate authorizing financial aid to medical 
and dental colleges. Financial backing of this kind will certainly be aeccom- 
panied by power to dictate educational policies. This is an attack on the very 
heart of professional standards for it is tempting bait amounting to hundreds 
of thousands of dollars and shortsighted educators are bound to fall for such 
an alluring temptation. Your president urges that this Society go on record 
as opposed to having any of our dental schools accept financial aid from the 
Federal Government and that record of this action be forwarded to the deans 
of all dental educational institutions. 

There is no question but that the members of the American Association of 
Orthodontists are not sufficiently concerned with the problem of orthodontic 
services for children whose parents are definitely located in the low-income 
bracket. It would be a very wise and foresighted procedure if the members of 
our Society sanctioned the appointment of a committee to confer with the 
governing body of the American Association with the object of arousing interest 
in this publie health service. The program of the New York State Department 
of Health, providing orthodontic care for children of parents who cannot afford 
private service, could be presented to our parent body for analysis. Unquestion- 
ably this is a very vital problem to consider at the present time. The paper 
entitled ‘‘Suggested Principles for Public Orthodontic Programs for Chil- 
dren,’’ by Dr. John T. Fulton, and published in the September, 1948, issue of 
the JouRNAL also furnishes basic suggestions for consideration. It is certain that 
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if we do not heed the writing on the wall, we will have some Federal laws 
enacted that will not make pleasant reading. 

So much then for our relationship and responsibility to national policies 
and crises. Let me now turn your attentién to a few items that are more 
intimately related to our orthodontie family cirele. Since its inauguration, the 
Orthodontic Directory of the World has been compiled and published as a 
private enterprise. Too much praise and gratitude cannot be extended to those 
individuals who, past and present, have given freely of their time and energy, 
to furnish to our specialty this important and valuable volume. However, it 
would seem that the time has now come when this publication should be 
sponsored by the American Association of Orthodontists and edited by and 
published by a committee appointed by that body. Excellent as this publication 
is at the present time, it necessarily reflects the policies and ideas of the limited 
group of individuals who now control its publication. If it were placed under 
the control of the American Association of Orthodontists, the constructive 
criticism of individual members of that Society would be a valuable asset and 
result in incorporating additional information that would be exceedingly 
helpful to the profession. To that end I recommend that our delegates to the 
American Association of Orthodontists be instructed to bring this suggestion 
before the next meeting of the parent body. 

At the last meeting of our Society, the President was authorized to appoint 
two ex officio members to the Executive Committee who would act as the local 
personnel of arrangements for this Boston meeting. Drs. Beebe and Tisdale 
were subsequently appointed and their cooperative and effective service is 
worthy of the highest commendation. The duties of the Executive Committee 
have always been exceedingly burdensome as it falls to their lot not only to 
provide the essayists and clinicians for the program but also to take care of all 
the details connected with hotel arrangements for the meeting. This latter 
problem was arduous enough when all the sessions were held in New York. 
Now that one of the meetings will be held in another city, it is most essential 
that as much of this burden as possible be lifted from their shoulders. To that 
end I suggest that Article VIII, Section 1, of the constitution be amended to 
permit enlarging the Executive Committee to five members instead of three. 
This will allow the president to appoint at least two members to this committee 
who are residents of the city in which the alternate meeting will be held. 

Another handicap under which the Executive Committee is working is the 
lack of a budget to care for the honoraria and expenses of visiting essayists 
and clinicians. I suggest that a definite sum be allocated each year as a budget 
for this specific purpose. 

I would be most remiss and exceedingly ungrateful if I did not take this 
opportunity to thank all of the members of the various committees who have 
worked throughout my administration, for their wholehearted cooperation and 
efficient service. I wish especially to emphasize my admiration for, and 
gratitude to, the marvelous devotion to duty exhibited by the Executive Com- 
mittee, composed of Dr. Prezzano, Chairman, and Drs. Joule and Bedell. Never, 
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in all my long career in orthodontic societies, have I found such efficient service 
and cooperation as these men have given to me and to the Society. I thank them 
from the very depth of my heart. I am sure that this expression of gratitude 
is endorsed by all our members for I know all have profited greatly by the 
excellent programs that this Executive Committee has provided. 

It has been a great honor to serve as president of this large society of 
orthodontists, and I thank you one and all for the confidence expressed in 
permitting me to act in this capacity. To my successor, Dr. Lowy, I extend 
congratulations and a sincere wish that his year of service may be as pleasant 
and stimulating as mine has been. 
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MESSAGE FROM THE PRESIDENT OF THE AMERICAN DENTAL 
ASSOCIATION 


Puiuie E. Apams, D.M.D., Boston, Mass. 


NASMUCH as the actions of the House of Delegates and Board of Trustees 
are reported in The Journal of the American Dental Association rather com- 
pletely, it would seem to me that a diseussion of American Dental Association 
affairs should not concern itself with the minutiae of individual actions but 
rather with the broad principles which underlie the whole philosophy of the 


Association. 

In order to understand the philosophy of the American Dental Association 
it is necessary to know the object of the Association and the methods for im- 
plementing this objective. As stated in the revised bylaws, ‘‘The object of this 
Association shall be to encourage the improvement of the health of the publie 
and to promote the art and science of dentistry.”’ 

The first duty then of the Association as a professional organization is to 
encourage the improvement of the health of the public. In total this discharges 
the obligation of the Association and justifies its existence as an essential health 
agency. This duty of encouraging the improvement of the health of the public 
is not, however, as simple as might appear at the first glance. Among other 
things it involves the development of equitable dental practice acts, the fostering 
of strong state and community dental organizations so that the profession can be 
well represented in those areas, the exposure of quacks and charlatans who prey 
on the publie with useless or dangerous remedies, the publication of scientific 
literature so that the profession may use the advances of science to serve the 
publie better, the aid of dental research to find better methods for preventing 
and controlling dental disease, the establishment of standards in dental educa- 
tion to protect the quality of practitioner who serves the public, the duty of 
interesting young persons in the study of dentistry so that the supply may be- 
come more adequate to meet the need of the public, participation in public 
health programs so that the public is not deprived of an essential health service, 
the fostering of dental health education programs so that more persons become 
aware of the usefulness of dentistry as a health service, and the development 
of sound programs for community, state, and national dental health so that all 
of the enterprises of the profession will continually raise the standard of dental 
health in the nation. 

This list might be endless because, by extension, everything that happens 
in dentistry must have some effect on the welfare of the public and on the attain- 
ment of the objectives of this Association. The tasks involved here, however, 
are so many and so large that the Association must necessarily establish certain 
priorities in activity so that available funds and resources will be productive 
of the most good for the public. It is this problem of establishing priorities, 
of cutting the garment to fit the cloth, that is critical in the American Dental 


Association at the present time. 


Read before the Northeastern Society of Orthodontists, New York, N. Y., Nov. 29, 1949. 
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The American Dental Association is now completing a period of growth 
which has no parallel in American professional organizations. In 1922, the 
membership of the Association was 27,000 and today it is nearly three times 
that figure. This growth has come about not only because the Association made 
itself more valuable to members but also because the society at large has come 
to recognize that dentistry is an essential health service. This recognition of the 
dental profession is something for which dentists have striven for many genera- 
tions and now that it has come in increasing measure, the profession and the 
Association must recognize that more demands will be made upon them by 
society. These demands are directly related to the problems of the Association, 
to the cost of activities, and to the dilemma of expanding or contracting activities. 

It is not enough to make the easy complaint that the Association has ex- 
panded very rapidly in the past decade. This expansion, was exactly what 
generations of dentists the country over were seeking through their state and 
local society membership committees. Now that it is here, dentistry must decide 
if it is going to meet the obligations that come with social maturity or if it is 
going to stand still and return to a place in the social order where less demands 
are made of it and where the public comes again to regard dentists as mechanics 
who make little contribution to public health. 

The American Dental Association’s second duty, of course, is to its mem- 
bers. It goes without saying that whatever is done in the public interest is also 
in the interest of the members who dedicate their lives to the service of the 
public. The list of activities through which the Association serves its members 
is almost a duplicate, therefore, of the list of activities through which the As- 
sociation serves the public. 

In addition to the activities concerned with the improvement of the health 
of the public, previously mentioned, the American Dental Association through 
its officers, councils, committees, and staff does the following things: 

1. Provides a framework of organization and policy for the constituent 
and component societies. 

2. Sponsors an annual state officers’ management conference and an annual 
state officers’ conference in order to aid constituent societies in solving their 
problems. 

3. Establishes a code of ethics for the dental profession in order to have 
a publie statement of the dentist’s responsibility to society, to his profession, 
and to his colleagues. 

4. Stages an annual scientifie session for the exchange of scientific thought 
and ideas. 

5. Provides the mechanism through which the dental profession in the 
United States can be represented to society as an essential, unified agency of 
health. 

6. Approves internships, residencies, and specialty boards, 

7. Conducts an experimental program in aptitude testing in order to pro- 
vide dentistry with a better means of selecting qualified students for the limited 
number of places available in dental schools. 

8. Maintains a register of oral and pathologie specimen case histories. 
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9. Supports research in the field of dental materials and in the causes of 
disease and abnormalities of the oral cavity. 

10. Evaluates and disseminates information in regard to dental therapeutic 
and cosmetic agents, 

11. Maintains a continuing study of relations between the profession and 
the dental laboratory and dental laboratory technician group. 

12. Promotes an accreditation program for the regulation of the laboratory 
craft. 

13. Maintains a continuing study of problems in the federal government 
dental corps with a view to improving the quality of service rendered by these 
agencies. 

14. Collects material of historical interest to the dental profession. 

15. Examines hospital dental departments and issues certificates of ap- 
proval on compliance with certain standards. 

16. Provides a program of group life insurance. 

17. Fosters relations with international dental groups in the advancement 
of the objectives of the dental profession. 

18. Protects and furthers the interests of the public and of the profession 
in matters of state and federal legislation. 

19. Provides assistance to constituent and component societies in the 
matter of state legislative problems. 

20. Maintains a complete file of all dentists in the United States for pur- 
poses of record and information. 

21. Publishes a directory of all dentists in the United States. 

22. Supports an agency for the relief of needy dentists. 

23. Supports a bureau which conducts statistical study and research in 
order to provide the profession with information needed to develop its various 
programs. 

24. Supports an ageney for providing the public and the profession with 
information regarding the Association and the profession. 

25. Maintains a library and a library-package service for the use of mem- 
bers and other interested individuals. 

26. Maintains a chemical laboratory for various studies and researches of 
dental interest. 

27. Publishes an official journal which is the acknowledged leader in 
national and international dentistry. 

28. Publishes a specialty journal in oral surgery. 

29. Publishes annually a handbook of dental therapeutic agents which is 
the accepted text in its field. 

30. Publishes an index of the dental] periodical literature which is the only 
recognized index in the entire profession, 

31. Provides speakers on a variety of topies of dental interest. 

This list could be continued almost indefinitely because all of the Associa- 
tion’s activities, no matter how remote they may seem to the average dentist at 
first glance, have some relation to every dentist and to his profession. 
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Historically for many years the Association was expanding its member- 
ship but did not expand its activities in the same ratio. The result was that 
the earnings in a fairly sizable surplus enabled members to get many benefits 
without paying for them. This is no longer the case. The very large member- 
ship, the many demands it makes and should have, the lowered rates of interest 
which prevent the earnings of previous years, and the reduced purchasing power 
of the dollar, plus the reduction of surplus funds which previously provided 
extra money, all combine to make current income barely adequate for current 
activities. 

This matter has been of concern to the Board of Trustees of the American 
Dental Association and at the recent San Francisco meeting the Board pre- 
sented to the House of Delegates several plans to bolster the financial status of 
the Association immediately. The House of Delegates was apparently reticent 
to give unanimous consent for adoption of any of these plans at that time, pre- 
ferring to consider the matter of a raise in dues at the next annual session. We 
should be proud of the vision of our House of Delegates who, going beyond the 
conservative suggestions of the Board of Trustees, have by a large majority 
indicated their desire to make adequate financial support available by suggest- 
ing an increase in the dues of the Association of eight dollars. This means that 
each member will be asked to contribute one dollar and sixty-six and two-thirds 
cents a month instead of the one dollar he now pays to support the American 
Dental Association. 

We have made some mention of the objectives and duties of the Associa- 
tion. Among others, one of the prime duties of the Association to its members 
is to see that they are permitted that form of practice under which they can best 
serve the public and earn a livelihood consistent with their training and the 
service that they render. 

This cannot be done under certain forms of practice as has been richly 
demonstrated in other countries of the world. It is the Association’s heavy 
responsibility to use every resource at its command to prevent forms of practice 
that cannot serve the dental health of the people. If the profession is not pre- 
pared to make real sacrifices in this area, it must risk the disintegration of the 
profession which inevitably accompanies the vielding to governmental control 
through a system of compulsory health insurance or otherwise. 

What is being done and what should be done to counteract the efforts of 
those who would saddle us with a method of health care which is economically, 
professionally, and statistically impractical ? 

Two methods are now in operation: legislative activity ; lay and professional 
education regarding health insurance, so-called. 

We have been ably represented in our legislative activities; our legislative 
efforts have resulted in a high measure of success. No greater testimonial could 
be given to the late Carl Flagstad than the record of legislative suecess during 
his chairmanship. The Legislative Committee has developed plans for an im- 
proved set-up both as to coverage and methods of getting pertinent information 
to our contact men. This plan has been presented to the Board of Trustees 
at their recent meeting. 


? 
Ny 
| 
o 
! 
~ 4 


MESSAGE FROM PRESIDENT OF AMERICAN DENTAL ASSOCIATION 333 


Imitation is the sincerest form of flattery, and I am given to understand 
that the medical profession in certain western states has petitioned the American 
Medical Association to develop a legislative set-up similar to that of the American 
Dental Association. 

We have distributed in the past few months thousands upon thousands of 
pieces of literature designed to acquaint the laity and the profession with the 
issues of compulsory health insurance 

These legislative and educational! efforts are necessarily only delaying ae- 
tions. As stated in the American Medical Association National Campaign Re- 
porter: ‘‘The immediate objective is the defeat of the Compulsory Health In- 
surance program in the Congress—and there is great urgency in that phase of 
the problem. The long term objective is to put a permanent stop to the agitation 
for Compulsory Health Insurance.—This is an affirmative campaign, not just a 
negative campaign.”’ 

The positive side of our campaign is in the proposals of the American 
Dental Association which are basic to the development of a sound national dental 
health program. We are in a fortunate position in having adopted these pro- 
posals a decade ago rather than under the stress of pending legislation. 

The first principle is that of adequate research. The American Dental 
Association has spent thosuands of its own funds in the establishment and main- 
tenance of research projects in the field of dental materials and biologie research 
through the maintenance of research fellowships at the National Institutes of 
Health and the Bureau of Standards. The Association has long recognized that 
research activities from all sources are totally inadequate to solve the many 
problems. However, we have been greatly encouraged by the passage of the 
Dental Research Act and the appropriation of initial funds to implement it. 

The second principle, education of the public to motivate it to seek dental 
care, has gained momentum through dental health edueation in schools, Ameri- 
can Dental Association material, publicity relative to recent developments in 
caries prevention, and numerous other sources. This is indicated by the in- 
creased expenditure of the public for dental care. 

The third principle, development of service programs particularly directed 
toward the care of children, needs much thought. While much has been done 
in certain communities to develop comprehensive methods of dental care for 
children, there seems a large area of knowledge to be supplied as to the best 
methods, 

It is my hope that the Council on Dental Health will inaugurate pilot 
studies at varying community levels designed to ascertain the best methods of 
dental care for children at that particular level. If funds are not available from 
the Association, the Council should be empowered to seek such funds from out- 
side sources. 

The fourth principle, as revised and adopted at Chicago in 1944, states 
that in all conferences that may lead to the formation of a plan for dental re- 
search, dental health education, and dental care, there should be participation 
by authorized representatives of the American Dental Association. 

At the recent San Francisco meeting the Council on Dental Health sub- 
mitted by resolution an elaboration of these four basie principles which sets 
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out in some detail how the dental health program ean be implemented on local, 
state, and national levels. In introducing the resolution the Council on Dental 
Health stated, ‘‘The dental profession in this country long has urged a con- 
structive approach to the national dental health problem .. . . the profession’s 
proposals represent a scientific, feasible, economical, and rational approach to 
the problems of dental diseases in direct contrast with the costly and unrealistic 
proposals bound up with a system of federal compulsory health insurance.’’ 

Dentistry has matured to the point where we are accepted in the health 
planning of the future. This is evidenced by the fact that dental care is in- 
cluded in all health proposals at the community, state, and federal level. This 
creates a responsibility on the part of the dental profession which we must be 
prepared to assume. 

We must make provision in our allocation of funds to assure dentistry’s 
taking its proper place among the great health professions in all conferences 
concerned with the health of the people. 

Many of you undoubtedly saw the recent announcement of the formation 
of an Inter-Association Committee on Health, composed of representatives of 
the American Dental Association, the American Hospital Association, the 
American Medical Association, the American Nursing Association, the American 
Public Health Association, and the American Publie Welfare Association. This 
committee, representing as it does thousands and thousands of workers in the 
health field, will be a potent influence in those areas of common agreement on 
health matters. We should all be proud that dentistry is included in this group. 

One cannot consider this important issue with which we are confronted 
without coming to the realization that we are living in an age of changing 
social concepts. We should avail ourselves of every opportunity to influence 
these changes along paths that will best benefit the public and the profession. 

Roscoe Pound, LL.D., University Professor Emeritus, Harvard University, 
formerly Dean, Harvard Law School, in a recent paper' closed the paper by 
stating: 

‘** After all the individual man is the moral, social and legal unit. Certain 
of his activities may be organized in groups and associations and political so- 
cieties. But his personality is not merged in any of them. Recognition of the 
moral worth of the individual human being is the great achievement of the 
political and juristie philosophy of the eighteenth and nineteenth centuries. 
Appreciation of the social interest in the individual life is the significant achieve- 
ment of the social philosophy of the present generation. It is not likely that 
any political or economic order that may supervene in such time as we can fore- 
see will succeed in putting down the individual self-assertion that has been a 
motive force of progress. But the attempt to put it down with a sole eye to 
regimented co-operation may do a great deal of harm. 

‘*There has always been a human tendency to worship rulers. Today, 
majority dictation is often reverenced as the monarch’s arbitrary dictation was 
in the seventeenth century. Lord Acton tells us that all power corrupts; abso- 
lute power corrupts absolutely. Majority-dictated science, majority-dictated 
philosophy and majority-dictated teaching take us back to the absolute rulers 
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whom we set up majority rule to overthrow. The service state is a political step 
forward. But we must not let it turn back upon itself and lead us to abso- 
lutism. There is no surer route to absolutism than an unchecked omnicompetent 
bureaucracy.”’ 

It is self-evident that one of the most important aspects of our planning 
must be a knowledge of social philosophy. We have in our employ one of the 
best-informed men in this field. I am referring to our general secretary, Dr. 
Harold Hillenbrand. During the three years of his employment as general 
secretary, he has been largely concerned with the development of a workable 
administrative pattern for the Association. With the adoption of our new 
bylaws and the establishment of definite lines of authority, it would seem that 
he.could be relieved of many of the administrative details which have occupied 
his time heretofore. I sincerely hope that provision can be made for the better 
utilization of the broad background in social philosophy he possesses. 

I have attempted to indicate the objectives, activities, and obligations of 
the American Dental Association and to emphasize the most important issue 
before us. 

Every member in contemplating these matters naturally wonders what he 
as an individual member can do to assist. The most significant contribution the 
individual member can make is to be fully informed of the implications inherent 
in the whole security program now before Congress. He should understand the 
effect of these proposals not only upon his profession but also upon the economy 
of the country as a whole. He should discuss these proposals with his friends 
and patients. A field of discussion which everyone understands and in which 
the professional man is perfectly safe because he can discuss it as a citizen is 
that of cost. It is estimated that the cost of the whole security program could 
rise to forty billion dollars a year. This is not the estimate of some person 
who is opposed to this security program but the estimate of the government it- 
self. 

I think we all could subseribe to the statement made by one of our early 
statesmen, Thomas Jefferson : 

‘*T place economy among the first and most important virtues, and public 
debt as the greatest of dangers to be feared. .. . To preserve our independence, 
we must not let our rulers load us with perpetual debt. .. . We must make our 
choice between economy and liberty or profusion and servitude. . . . 

‘‘If we run into such debts, we must be taxed in our meat and drink, in 
our necessities and our comforts, in our labors and in our amusements... . If 
we can prevent the Government from wasting the labors of the people, under 
the pretense of caring for them, they will be happy.’”’ 

I have quoted freely and without specific reference from the Report of the Special 


Survey Committee of the House of Delegates which appears in the Report of Officers and 
Councils of the American Dental Association, pages 108 to 152. Due acknowledgement 


is hereby given. 
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ORTHODONTICS AS A HEALTH SERVICE 


Joun T. Fuvron, D.D.S..* Wasuineton, D. C. 


HE World Health Organization has defined health as ‘‘a state of complete 

physical, mental, and social well-being, not merely the absence of disease or 
infirmity.” Dr. Brock Chisholm,? Director-General of World Health, pointed 
out that this definition recognizes that **. . . a necessary part of the equipment 
of every human being is social health, the ability to live in harmony with other 
people of other kinds, with other traditions, with other religions, and with other 
social systems, throughout the world.’’ It is in this context that I wish to dis- 
cuss the role of orthodontics as a health service. 

As a starting point it seems productive to take a look at our present social 
environment. David Lilienthal,® in reviewing how men and science have organ- 
ized TVA resources for the benefit of the people, said: **. . . it is just such fruits 
of technology and resources that people all over the world will, more and more, 
demand for themselves. That people believe these things can be theirs—this is 
the real revolution of our time, the dominant political fact of the generation 
that lies ahead. No longer do men look upon poverty as inevitable, nor think 
that drudgery, filth, famine, floods, and physical exhaustion are visitations of 
the devil or punishment by a deity ....’’ Secretary of State Acheson,‘ in re- 
porting to Congress on the Marshal! Plan, put it this way: ‘‘Our moving pur- 
pose is not material: it is to make it possible for people who want to live a decent, 
orderly and just and free life to do so again.’’ Walter Lippmann’ neatly 
summarized this position by saying: ‘‘The theory of our economic aid to 
Europe, then, is that it is not possible for nations to enjoy political and moral 
freedom if they do not have a decent standard of life.’’ 

When we consider the great drives today for broadening and strengthening 
our social security program, when we observe the insistence of labor organiza- 
tions in the establishment of welfare and pension funds, when we note the rising 
tide of interest in aid to education and health insurance, when we see the firm 
renewal of support for agriculture or the position taken on housing, then we 
cannot doubt Mr. Lilienthal’s ‘‘dominant political fact’’ that people everywhere 
are determined to improve their standard of life. 

However, our social environment has become complicated, dangerously so, 
because we have entered the atomic age. Stuart Chase® stated our dilemma 
thusly: ‘‘People have begun to ask whether the human sciences can catch up 
with the atomic bomb. Now that man has found the secret of the ultimate energy 
in nature has he the knowledge, or can he find the knowledge, to control it?’’ 
No wonder Dr. Chisholm insisted that the ability to live in harmony with people 
of all kinds must be a necessary part of every human being’s equipment. 


Presented before the Northeastern Society of Orthodontists, New York, N. Y., Nov. 28, 
1949. 
*Dental Services Adviser, Children’s Bureau, Federal Security Agency. 
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We have a long way to go in this respect. The last thirty-five years have 
produced two deadly wars. And sabres are still rattling. In fact a ‘‘eold war’’ 
has continued since the shooting stopped in 1945, It rages about us now. To 
survive, we must find a much better way of settling our differences. We must 
learn to get along with all peoples. We must learn how to live as world citizens. 
In other words, we must be a mature people, mentally and socially, as well as 
physically. A world citizen cannot afford prejudice, isolationism, unreasonable 
emotions, excessive desire for power, excessive fears, vengeance, and refusal to 
face unpleasant facts. 

Yet, these human failings are common, all too common. So any health 
service, to be meaningful today, must strive to eliminate these shortcomings. 
In other words, it must contribute to the emotional maturity of people. 

Does dentistry have a vital part to play in this kind of health service? I 
am sure that it does. The reasons for this conclusion were given elsewhere.’ 
I will not enlarge upon them except to point out that orthodontics, in particular, 
has a great contribution to make, since it is almost wholly concerned with chil- 
dren, and since social scientists* recently said: ‘‘The single most important 
thing in human eultural behavior is literally and specifically the way we bring 
up our children. And the single most important thing ultimately in the polities 
of the world is the kind of human being, temperamentally, that we manufac- 
ture.”’ 

Conceding, then, that dentistry is a necessary part of health service, I wish 
to review, briefly, what we know of the extent and spread of present dental 
services. 

In this connection, I refer to the charts from the Study of Child Health 
Services, recently published by the American Academy of Pediatrics. This 
study covers the entire country, state by state and county by county, Its dental 
findings document the results obtained in seattered, smaller studies. 

One of the charts shows the maldistribution of dentists in our country accord- 
ing to population. One state has eight times as many dentists as another in 
relation to children, and four times as many in relation to total population. 
Wide differences also exist in the various regions, as well as different counties 
in the same state. As might be expected, the rate at which children visit the 
dentist follows the same general pattern: wide variations between regions, the 
states within the regions, and the counties within the states. Community dental 
clinie services also follow this pattern. Probably the most striking and con- 
sistent pattern of the Academy study comes from relating health services to 
the per capita income. That health services for children are directly related to 
the economic level of the state appeared in every phase of the study. In fact, 
the study report stated, ‘‘If there is any one element which seems most con- 
sistently to lie behind these differences, it is the economic one.’’ Distribution 
of dentists and child visits to the dentist and to dental clinics are remarkably 
consistent with this economic pattern. 

The place of orthodontics in this picture is not clearly defined. The study 
showed that orthodontics comprised only 0.8 per cent of the total number of 
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dental services provided in children’s dental clinies. Furthermore, 88.0 per 
cent of these orthodontic services were given in greater metropolitan counties and 
87.5 per cent were provided in the northeastern and central group of states. 

As far as private practice is concerned, the study showed that, for a group 
of 18 states which reported on type of practice, 95.8 per cent of the dentists 
are in general practice, with but 1.6 per cent of the men specializing in ortho- 
donties. Since this figure is very close to the figure in Klein’s'® survey, it can 
: be considered accurate. Obviously, unless many general practitioners are in- 
cluding orthodontics in their daily work, very few children in the United States 
are receiving this type of dental service. 

In the light of all this, where does orthodonties stand as a health service? 
Salzmann"' stated recently: ‘‘The question of orthodonties is no longer some- 
thing that concerns those who have a lot of money. Orthodontics is too im- 
portant in the life and welfare of children for such a limited view to prevail. 
The benefits of orthodontics are now appreciated by families of children of every 
economic level.’’ If this is true, it is difficult to see how dental health of high 
quality can be assured to the nation’s children if orthodontic problems continue 
to be ignored. 

One thing seems clear. However the problem is approached or what plans 
and programs are designed, orthodontists themselves should be in the forefront. 
They are the people best qualified to give advice and direct action. 

An impressive stride in this direction was taken by the American Association 
of Orthodontists last year. This organization established a public health com- 
mittee designed to keep abreast of the growing interest in the provision of ortho- 
dontie care. Near the end of the year, this committee met in a two-day session 
with the Children’s Bureau., Paramount in the discussion at these sessions were 
those areas of child health service in which orthodontie participation is badly 
needed. I would like to give you a brief summary of their thinking in 3 of these 
areas: standards, service programs, and training. 


JOHN T. FULTON 


STANDARDS 


Standards must be based on a scientific definition of the actual orthodontic 
operations necessary to maintain optimal health at the different age levels: the 
antenatal period and during the primary, mixed, and permanent dentitions. 
Such a definition is difficult because it cannot aim at absolute perfection. The 
objective should concern that which is physiological rather than ideal; fune- 
tional and stable rather than perfect. Orthodontic treatment should not fall 
short of anything which might be a risk to health, but it is hard to justify at 
the point where it becomes a subjective art. As so often is the case, the dividing 
line is not sharp and clear. The definition is hard to phrase. But a start has 
been made in this direction, recently, with the publication of suggesed ** Minimum 
Health Standards of, Orthodontic Services for Children.’"'? However, only 6 
orthodontists worked on this document, So it could hardly be considered the 
final opinion of the orthodontic profession. It does, though, represent mature 
and thoughtful deliberation, and it is available. I should think that it might 
be the point of departure for study, comments, suggestions, or revisions by 
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many other orthodontists. The result would be a strong, widely accepted defini- 
tion. Once a good definition is established, it should be applied to defining the 
scope of the problem of dentofacial deformities. Little is known about the spread 
of these conditions through the population. Published figures are meager at 
best and suffer from the lack of a standard basis of classification. There is at 
least one classification available that has been tested for validity." If it were 
used by orthodontists to detect impending conditions of malocclusion, it would 
add considerably to our knowledge of the problem, The literature is particularly 
barren of reports of longitudinal or seriatim data. It may well be that much 
material of this sort is stuffed away in desks and filing cabinets around the 
country. If such data were exhumed, collected, and classified, they would add 
immeasurably to our knowledge of the problem of malocelusion. 


PUBLIC HEALTH SERVICE PROGRAMS 


As pointed out, orthodontics is practically nonexistent in publie health 
dental programs. Less than 1 per cent of the total visits per year to children’s 
dental clinies was given over to orthodontic problems. 

Every state in the Union now has an official agency conducting programs 
for crippled children. While the definition of handicapping conditions varies 
in these jurisdictions, cleft palate is included by all. Twenty-eight of these 
official state agencies are using the services of orthodontists in the rehabilitation 
of cleft palate patients. Judging by the fees reported, a great variation exists 
in these 28 states in the type and scope of services rendered. As far as I am 
aware, only 1 state in the entire country has broadened its definition of crippling 
conditions to include other dentofacial deformities. That is the state of New 
York. New York’s present definition also embraces: (1) the ankylosis of the 
temporomandibular articulation; (2) extreme structural deformities involving 
growth and development of the jaws; (3) severe cases of malocclusion resulting 
from mutilation; (4) severe disfigurement or speech defect as a result of mal- 
occlusion. 

A unique feature of this New York program is the orthodontic advisory 
committee. The use of a professional advisory committee is not of itself unique. 
In fact, cooperation with professional groups is specifically mentioned in title V 
of the Social Security Act as one of the conditions for approval of state plans. 
Advisory committees are common but their use is too often of a nebulous and 
haphazard character. This is not true of the New York orthodontie program. 
Its advisory committee really works. Not only did this committee define the 
classification of crippling conditions, but it also determines whether or not pro- 
posed eases fall within this classification. Even more valuable is the fact that 
this committee reviews the cases periodically to judge the progress of treatment. 
I have observed this committee in action on several occasions and confess to a 
deep feeling of humbleness in seeing their devotion to the job. Here I think 
is an outstanding example of professional supervision, by the profession itself, 
to insure a high standard and quality of care. 

There is a great need for the extension of this kind of advisory skill. 
Matters of professional judgment—such as classification of malocelusions, 
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whether selected patients fit the classification, the training and experience neces- 
sary to qualify participating orthodontists, review of the progress of treatment— 
require orthodontists. No administrator (unless he is an orthodontist) is quali- 
fied to make such decisions. Wide adoption of a plan similar to that in opera- 
tion in New York would greatly strengthen the services for crippled children in 
this country. 

TRAINING FOR THE GENERAL DENTIST 

Since the great bulk of dentists are general practitioners and since the 
qualified orthodontists are concentrated in a few areas, the problem of getting 
service to the majority of the nation’s children is a dismaying one. Certainly 
the knowledge and techniques involved in the prevention and interception of 
maloeclusions should be a part of every dentist’s equipment. But how to make 
it so is another matter. There is reason to believe that a relatively small per 
cent of the practicing dentists take postgraduate work. Neither do they attend 
many professional society meetings. Even if they did, the majority of dental 
society programs carry very few orthodontic discussions. 

Probably the best approach to training would be emphasis on basic ortho- 
dontie principles for undergraduate dental students. These principles should 
pertain to every phase of dental practice. Unless I am misinformed, the con- 
cept that ‘‘dentistry is occlusion and all else is subservient’’ is not vet the 
foundation of dental education. I do know that preventive orthodontics is now 
included in most of the pedodontie courses being given to students and prac- 
titioners. But, here too, dentistry for children is being treated as a specialty 
and not as basic dentistry. Rarely is this problem of education in the pre- 
vention and interception of malocclusion a simple one; simplest, perhaps, in the 
area of ‘‘how’’ to do it, but certainly complicated in the area of ‘‘why and 
when.’’ I would think that this ‘‘why and when’’ of preventive orthodontics 
might involve etiology to the extent of requiring long training and experience. 
And then we must recognize the money angle. The average dentist has never 
learned how to collect fees for his advice. Since much of the time involved in 
the prevention and interception of malocclusion is spent in observation and dis- 
cussion, the average dentist would find this service a dead loss financially. He 
is likely to lose interest because the money appears to be in the treatment of a 
deformity, not in advising about things which cause deformities. There is 
reason to doubt that many dentists understand that the basis of preventive ortho- 
donties is also the basis of all dentistry and should apply to almost every pa- 
tient he sees. The problem of training appears to be teaching the fundamentals 
to the whole broad front of dentistry. And I think this is a responsibility of 
the orthodontists. 

These are broad horizons. But orthodonties cannot afford to take a narrow 
view, not and be effective as a health service, particularly in the context that 
health is social and emotional as well as physical. Orthodontics has great pos- 
sibilities. It can also be said that it has great responsibilities. 
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REHABILITATION OF THE CLEFT PALATE PATIENT 


Wituiam G. Hovenrton, D.D.S., Watertown, N. Y. 


HE origin of this presentation was an aftermath of orthodontic treatment 

for two eleft palate patients. Strangely enough, both of these children pre- 
sented themselves almost simultaneously and with considerable similarity as to 
surgical history and general orthodontic propensities. They were similar also 
in the fact that both had marked cleft palate speech, and it was very difficult 
? to understand what they were saying. However, their mental attitudes were 
; quite different. The boy, whom I will refer to as Jack, was the brusque, 
swaggering ‘‘tough guy’’ ready to square-off at a moment’s notice. Around the 
office he became known as ‘‘fightin’ Jack.’’ It seemed to be his way of trying 


’ ; to cover up his handicap. The girl, however, who will be referred to as Rogene, 
a | presented a truer pattern of the mental complex usually associated with cleft 
f palate affliction. It was her custom to slide into a corner of the office unobserved, 
“| if possible, and bury her face in a book or magazine. Her conversation usually 
a. consisted of a nod or shake of the head, and it was quite evident that she pre- 


; ferred just to be left alone. 
4 After completing orthodontic treatment for Jack and Rogene, it was obvious 
that very little had actually been done to raise their social plane or change their 
inferiority complexes from what they had been at the beginning. This fact was 
A very disappointing to me, and I was determined to do something about it. 
. Armed with ease histories, models, photographs, and x-rays, I paid a visit to 
i) . the ‘‘Isaneaster Rotary Club Cleft Palate Clinie’’ and consulted with its director, 
Dr. Herbert Cooper. Through the kind assistance of Dr. Cooper, we were 
eventually successful in constructing speech appliances for these two patients 
and they were then mechanically equipped for speech training. 


Without trying to make a storybook ending, I should like to tell vou a bit 
: about these young people. Jack was graduated from -high school at the age of 
By | 16 and is now a freshman at a college of engineering. Because of social engage- 
>} ments and student activities it was almost impossible to get him in for final 
photography. 

4 Rogene, at 17, is doing postgraduate work in high school and is preparing 


to enter Cornell University next fall. Last summer she had the honor of being 
chosen a delegate from St. Lawrence County to the National 4-H Convention 
in Chieago, where she was a platform speaker. 
d Cleft palate is rather generally associated with some form of mental de- 
ficiency. This is no more true than if a child had been born with red hair. I 
. should like to quote from a manual of the Laneaster Rotary Club Cleft Palate 
5 | Clinic: ‘‘A recent survey conducted by the Chief of the Dental Division of 
the Pennsylvania State Department of Health, revealed that one in every eight 
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Fig. I.—/, Palatal denture—completion of step 1; 2, addition of baseplate; 3, impression 
for extension; 4, completion of step 2; 5, wire loop for tailpiece frame; 6, initial wax form for 
tailpiece; 7, addition of wax beading for muscle trimming; 8, completed speech appliance 
(step 3). 
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hundred live births has a cleft palate.’’ This would mean that there are roughly 
25,000 of these cases in New York State alone. 

We all know that malocclusion is usually present in most cleft palate cases. 
In too many instances surgery alone has been considered as the beginning and 
the end of cleft palate therapy. It seems to me that as a group orthodontists 
should assume considerable responsibility in regard to the cleft palate problem, 
for most of these patients arrive in our offices sooner or later. 

We have found that cleft palate cases fall into certain definite categories: 

1. The completely successful operative case in which the cleft was success- 
fully closed and normal function of the soft palate restored. 

2. The partially successful operative case in which the hard palate may be 
closed, but in which soft palate function was impaired causing defective speech. 

3. Natural clefts, either complete or partial, which for some reason or other 
were never operated on at all. 

4. Those individuals in whom may be present an abnormally short soft 
palate, resulting in a poor anatomical relationship between the soft palate and 
the pharynx. 

I should now like to turn your attention to the construction of the speech 
appliance. For this knowledge, I am deeply indebted to Dr. Cooper and his 
able technician, Maurice P. Gross. In this technical development, there are 
certain fundamental principles that must be kept in mind. 

1. An accurate impression of the teeth and their surrounding tissues. 

2. Exact and balanced clasp retention. 

3. Passive adaptation of the extension piece over the soft palate. 

4. Proper muscle trimming of the impression for the tailpiece which extends 
into the pharynx, 

5. The exact horizontal location of the tailpiece in relation to Passavant’s 
cushion. (Passavant’s cushion is a certain bulging area on the posterior 
pharyngeal wall caused by the constriction of the superior constrictor pharyn- 
gis. ) 

Prior to the construction of the speech appliance, it is essential that the 
occlusion be properly balanced and reliefs provided for clasp rests. For the 
best results, the appliance is developed in three distinct steps. 

Step 1. Preparation of Palatal Denture——An accurate hydrocolloid im- 
pression is taken of the teeth and the hard palate. This impression is poured 
in stone and sent to the laboratory with instructions to make a palatal denture 
carrying a four-point clasp retention and terminating at the distal border of 
the hard palate. This appliance should be worn for about two weeks. 

Step 2. Addition of the Extension—An ordinary piece of hard baseplate 
wax is cut about three-fourths of an inch wide and long enough to extend to the 
posterior border of the soft palate. One end of this baseplate is securely attached 
with sticky wax to the posterior edge of the completed denture. This acts pri- 
marily as a tray for the impression of the soft palate. The denture with attach- 
ment is now seated in the mouth, and the baseplate section adjusted to stand 
away from the soft tissue about two millimeters. After this adjustment, the 
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appliance is removed, and a layer of some low-fusing relining wax is placed over 
the baseplate area. The reliner should be softened almost to a flowing con- 
sistency by exposing it to the gas flame. After quickly tempering the heated 
wax in hot water, it is again seated in position, and the patient instructed to 
close, but not to swallow, The action of swallowing would have a tendency to 
distort the impression. In a few seconds, the impression is chilled with a stream 
of cold water. It is now removed from the mouth and sent to the technician to 
process the extension to the original denture. The denture, as developed, is again 


worn for about two weeks. 


Il.—Exercises for muscle trimming the tailpiece. 


Step 3. Addition of the Tailpiece-—Two small holes about one-half inch 
apart are drilled into the posterior edge of the extension, and the two ends of a 
piece of soft brass 0.024 inch wire inserted, thus forming a loop that will ex- 
tend horizontally into the pharynx. One of these ends should be sealed to the 
acrylic with sticky wax. The appliance is seated in position, and the loop adjusted 
laterally and distally to the general shape of the pharynx with ample clearance 
of all soft tissues. The size of the loop may be adjusted by feeding out or pull- 
ing in more wire on the side that has not been fastened down. After sealing 
the remaining free end of brass wire, we are ready to build the tailpiece. A 
generous portion of soft impression wax is added to the wire frame and flattened 
with the fingers to about one-eighth inch thickness. Laterally and distally, the 
material should nicely cover the loop. It is chilled and tried in the mouth to 
check the horizontal location in relation to Passavant’s cushion. After this 
adjustment, the denture is again seated, and we are ready for the muscle 
trimming exercises which should be done immediately. To muscle trim the 
lateral edges of the tailpiece, the patient is instructed, while sitting erect, to 
turn his head as far to the left as possible, and then tip the chin down sharply. 
This exercise is repeated for the right side. The distal periphery is muscle 
trimmed by asking the patient, while sitting erect, to tip the chin straight down- 
ward as far as possible. The impression is chilled with a stream of cold water 


and removed for inspection. If there is evidence of a discrepancy in the muscle 
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Fig. II.—1, Soft palate of cleft palate patient (note heavy scar tissue); 2, same case with speech 
appliance inserted; 3, horizontal aspects of speech appliance shown in 2. 
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trimming, a little more wax is added to that particular area and the exercises 
repeated. The appliance is now sent to the laboratory for final processing. 

To understand the technique better, the reader may refer to Figs. I, II, 
and III. 

Even after the appliance is completed it may often be necessary to add 
more acrylic to the tailpiece, and in some cases it may be essential to attach a 
complete new one. After the patient has had a few days’ training, the speech 
teacher will know whether or not it is going to be successful. 

Before I conclude, I would impress upon you the necessity for the closest 
teamwork between the prosthodontist and the speech instructor. A mechanical 
genius may build a fine musical instrument, but without the skilled teacher of 
musi¢e the instrument would be useless. So it is with a speech appliance in its 
relation to the cleft palate pupil. 
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REHABILITATION OF THE CLEFT PALATE PATIENT 


M. Woop, B.S.,* Watertown, N. Y. 


R. HOUGHTON has diseussed certain aspects of the speech appliance tech- 

nique for the correction of cleft palate speech. I wish to discuss the use 
of this appliance. 

Let us first consider ‘‘ What is cleft palate speech ?’’ and ‘‘ How does it differ 
from normal speech?’’ First of all, cleft palate speech is characterized by ex- 
cessive nasal emission of voice and breath. Second, if we analyze what we hear 
we are struck by the absence of mouth pressure and by the lightness and soft- 
ness of the articulation. The combination of these two factors renders cleft 
palate speech unintelligible in many cases and sadly defective in all. Truly, 
we are dealing with oral cripples in every sense of the word. 

It now becomes necessary to turn our attention very briefly to certain 
pertinent factors in the English language. As you know, we have two main 
elements in our language, namely, vowels and consonants. A vowel sound is 
voice shaped by the position of the jaws, lips, and tongue and delivered through 
the mouth. These vowel sounds require more or less mouth pressure and the 
normal speaker closes the posterior nasal port during their delivery. Con- 
sonants have many special characteristics. Some consist solely of breath forced 
through more or less constricted openings such as F and S; some consist of a 
vibrating air stream again forced through constricted openings such as V and 
Z; some are instantaneous in timing and explosive in character such as 7 and 
P; and, finally, we find some to be continuous in nature such as Th. However, 
all consonants, with three notable exceptions, require mouth delivery and mouth 
pressure which, of course, means the closure of the back of the nose. To keep 
the record clear these exceptions are the three nasal resonant consonants M, N, 
and Ng. These are poured directly through the nose, the mouth cavity being 
blocked by the lips or tongue and the soft palate being lowered. Speech then 
requires the functional independence of the mouth from the nose for all vowels 
and all consonants except as noted. Think what this means for a person with a 
cleft palate. Every vowel in every syllable will be nasalized to a greater or lesser 
degree; all consonants will be defective, and the more pressure required of a 
consonant, the more difficult its pronunciation. Thus, it will be readily ap- 
preciated why a person with a cleft palate will show such mutilation in speech. 

Next we shall consider the mechanism by which the normal person is able 
to accomplish this functional partitioning of the mouth from the nose. The 
simultaneous contraction of the muscles of the soft palate, together with the 
muscles of the upper pharynx, results in the elevation of the soft palate against 
a narrowed opening in the region of the nasopharynx. The contraction of the 
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upper pharyngeal muscles results in a wrinkle or ridge which extends toward 
the center in a horizontal plane, known as Passavant’s pad or cushion. This 
sphincterlike action of the pharyngeal muscles is the critical factor in the speech 
appliance technique. The tailpiece of the appliance must be so positioned and 
of the proper size so that these muscles are able to reach out and make positive 
contact. This contact will be with both the lateral and posterior surfaces, thus 
making an airtight functional block, The use of an appliance makes unneces- 
sary any action of the soft palate. In patients in whom the soft palate is still 
cleft, the body of the appliance fills the aperture; in cases of surgical mutilation 
the soft palate is probably functionally inoperative and merely rests on the 
upper surface of the appliance. 

Now comes the problem of training the student in the use of his appliance. 
My practice is first to explain carefully the mechanics involved. These students, 
many of whom have gone through harrowing operative experiences, are eager 
to understand their problem. In practice there are two methods of procedure. 
The first might be termed ‘‘indirect’’ and the second ‘‘direct.’’ By indirect 
procedures I mean that through focusing the student’s attention on the re- 
direction of the air stream from the nose to the mouth, by means of ear training 
with voice exercises, by teaching such activities as whistling and blowing, we get 
unconscious, automatic contraction of these pharyngeal muscles against the 
sides and back of the tailpiece at the moment when air pressure in the mouth 
is desired. It must be remembered that the student has built an auditory pic- 
ture of his speech which is normal to him however defective it may seem to us. 
Along with this defective auditory picture is the kinesthetic feel of air and vi- 
bration passing directly through the nose during speech. All this is normal to 
him and has been practiced thousands and thousands of times. To break into 
this pattern and substitute something new is not easy. I usually like to put 
these students on conversational silence for several weeks, encouraging them to 
write rather than speak, as an aid in breaking down these established patterns, 
meanwhile working them very hard in corrective exercises. 

Direct methods, on the other hand, would involve stimulating the pharyn- 
geal muscles by contact stimulation, mirror contraction techniques, and direct 
efforts at contraction during speech practice. Some of this is helpful and at 
times necessary, but may lead to awkward and stilted speech with undesirable 
voice problems and extreme fatigue. We want smoothness and normaley 
throughout. 

Most cleft palate students have learned compensatory tongue movements 
and placements which were probably advantageous when they were developed. 
However, after the construction of an appliance these peculiar articulatory 
movements are unnecessary and become a nuisance. I'or example, it is quite 
common for them to insert the tongue into an anterior cleft and in this way 
partially prevent the passage of speech through the nose. As the student 
senses that these movements are no longer necessary, he tends to drop them, 
but some movements may be very persistent. Along with compensatory 
tongue movements we usually find facial movements involving the muscles 
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along the wings of the nose. The student is trying desperately to stop the 
passage of speech through his nose and develops a grimace which is very 
noticeable. Once again we find that as soon as the need for this facial effort 
no longer exists, because of the closure in the pharynx, these now purposeless 
movements tend to fall into disuse. Traces may remain but the tendency is 
toward the normal. It is interesting to watch the gradual disappearance of 
some of these habits. 

Before turning to the recordings, which will conclude my presentation, 
may I also emphasize the need for cooperative effort on the part of the prostho- 
dontist and the speech correctionist. [or either of these specialists to under- 
take this problem alone would be futile. Obviously a properly fitting speech 
appliance is the first essential; but of equal importance is corrective speech 
training. The student, too, must be induced to cooperate in the fitting and 
wearing of the appliance and later must be stimulated to intelligent and sus- 
tained effort in corrective training. The combined efforts of both specialists 
may be necessary to spur a student to maximum effort. You must realize that 
many of these oral cripples are badly beaten from a psychological standpoint 
and need encouragement and hope. 
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NAIL BITING—A REVIEW 


Maury Massuer, D.D.S., anp ANTHONY J. MALONE, D.D.S., 
CuicaGco, IL, 


INTRODUCTION 


Statement of the Problem.—Nail biting is a very interesting subject. First 
of all, so many people (adults as well as children) bite their nails. Second, 
the reason why people bite their nails gives us a good deal of insight and under- 
standing of why and how we acquire our habits. Most school children bite their 
nails at some time in life (Wechsler, 1931; Billig, 1941). Pearson (1948) found 
that over 80 per cent of the inductees of World War II examined by him were 
actual or former nail biters. 

Nail biting may become a problem when it is so vigorous and persistent 
that it results in the destruction of the free margin of the fingernail, leaving tags 
of soft tissue which suffer from repeated attacks of paronychia. Where the 
act is of long duration, callosities of the fingers, deformities of the nails, involve- 
ment of the mouth (herpes and gingivitis), and dental trauma have been reported 
(Sehwartzman, 1939). 

The physical effects of nail biting, however, are not as damaging as the 
emotional conflicts from which the habit arises and to which it may lead. From 
the review of the literature, it will be apparent that the emotional trauma far 
outweighs the physical damage in importance. The act of nail biting becomes 
much more significant when it is realized that nail biting per se is a sign of 
internal tension. In addition, nail biting, whatever the cause, may lead to emo- 
tional conflicts since it is not socially acceptable to parents, teachers, and other 
persons in authority. These individuals have arbitrarily placed the stamp of 
‘‘undesirable’’ on the practice of the act so that the nail biter soon becomes a 
thoroughly persecuted individual with a vague feeling of guilt from which may 
stem a variety of neurotic tendencies. Thus, both the emotional as well as the 


physical aspects of the problem must be given due consideration. 


Purpose of This Paper—The major purpose of this review is to evaluate 
the literature on the subject of nail biting in an attempt to answer the basic 
questions: (1) Is nail biting ‘‘normal’’ or is it ‘‘abnormal’’? (2) What is its 


significance ? 

Incidental to these major objectives it becomes necessary also to consider 
(a) the frequeney of nail biting, (b) the causes of nail biting, (¢) its origin and 
course, (d) the dental effects of nail biting, and (e) the management of the 
nail biting. 

As is true of all habits, the act itself is less important than the actor. The 
significance of the act and its cause are more important than its physical effects. 
Unless the cause, pattern, frequency, and course of nail biting are analyzed and 
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taken into consideration, it is not possible to differentiate between *‘normal’’ 
and ‘‘abnormal”’ nail biting and the normality or abnormality of the nail biter. 
The present review was designed to bring together the present findings and inter- 
pretations of nail biting and some logical sequence which would permit a better 
understanding of the act in relation to the total physical growth and emotional 
development of the child. 


DESCRIPTION OF NAIL BITING 


According to Billig (1941), the act of nail biting appears to follow a se- 
quence of four distinct postures: 


1. Placing of either hand in the vicinity of the mouth. This posture con- 
tinues from a few seconds to half a minute. 

2. Rapidly tapping the finger against the anterior teeth. 

3. A sequence of quick, spasmodic bitings, the nail of the finger pressed 
tightly against the incisal edge of the anterior teeth. 

4. Removal of finger from the oral cavity. The finger is inspected visually 
or palpated. 


During the entire sequence, the facial expression is rather serious. If the 
biter becomes aware of being observed, the activity is brought to a sudden end 
with what is apparently an accompanying sense of guilt. The feeling of guilt 
is probably the result of the condemnation of the action by society. Severe nail 
biters often find it difficult to discontinue the act even when ridiculed. As a 
consequence, they find themselves pushed more deeply into conflict with their im- 
mediate society and plagued with an unresolved problem. 


TABLE I 


EXHIBITING THE 
‘* HABIT’’ 


Oral habits (Sucking thumb, sucking fingers, biting 247 
nails, protruding tongue) 

Nasal habits (Picking nose, scratching nose, wrinkling 127 
nose ) 

Hirsute habits (Pulling and twisting hair, scratching 105 
head ) 

Ocular habits (Rubbing eyes, blinking eyelids, winking) 69 

Aural habits (Pulling ear, picking ear) 48 

Genital manipulations (Manipulating genitalia, thigh rubbing) 17 


Total number of habit actions in 459 children | 


FREQUENCY OF NAIL BITING 


Prevalence of Nail Biting.—There is almost complete agreement among in- 
vestigators that nail, biting is widespread among children. Olson (1929) made 
an extensive inventory of ‘‘nervous habits’’ and found that the oral habits were 
the most frequent mannerisms. Table I from Olson (1929) states the relative 
frequency of ‘‘nervous habits’’ observed in 459 grade school children. 


Nail biting was one of the most frequent of the oral habits observed in 
school children, being second in frequency only to thumb-sucking. All authori- 
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ties consulted (clinicians and texts), as well as investigators, agreed on this 
point (Berillion quoted by Hassin, 1923; Blount, 1931; Dunlap, 1932; Holt, 
1940; Chapin and Royster, 1933; Bakwin and Bakwin, 1942; Kanner, 1946). 


1. Nail Biting in Preschool Children (2 to 5 Years).— 

Inception of nail biting: Nail biting does not oceur in children less than 3 
years of age (Wechsler, 1931; Foster and Stebbins, 1929; Tilson, 1929). 
Wechsler (1931) showed that the act is first manifested during the fourth and 
fifth vears of life, the incidence rising from zero at 3 years to about 25 per cent 
at 5 years. 

The fact that nail biting is unusual in children less than 3 vears of age, but 
relatively common after 5 years of age, indicates that the act may be considered 
as a common if not normal mannerism after 5, but as an unusual, if not abnormal, 
mannerism before 3 years. 

Relation to thumb-sucking: Many authors (Wechsler, 1931; Stevens, 1932; 
Levy, 1937; Spock, 1946; Bakwin, 1948; Massler and Wood, 1949) have demon- 
strated clearly that thumb-sucking has its greatest frequency from birth to 
about 3 years of age, tapering off sharply thereafter so that it becomes uncommon 
after 5 years of age. Thumb-sucking is normal in the infant, but must be 
regarded as a symptom of emotional regression in the 5- to 6-year-old child 
(Massler and and Wood, 1949). 

Thumb-sucking after the age of 3 years is for some reason regarded as 
highly undesirable by parents (and even practitioners). Parents will resort to 
forcible means to cause the child to stop sucking his thumb. Based on (a) the 
chronologic relationship of the phenomena of thumb-sucking and nail iting 
and (b) elinical appraisal and longitudinal study of children from 2 to 5 years 
of age, Wechsler (1931), Levy (1937), Bakwin and Bakwin (1942), Billig 
(1946), Massler and Wood (1949), and others suggest that nail biting is a 
transfer from a frustrated or condemned thumb-sucking habit. This hypothesis 
is logical and, on the basis of the data presented, entirely tenable. This theory 
also serves to explain the great prevalence of nail biting in children over 5 years 
of age and, therefore, its ‘‘normality’’ at that age. Since thumb-sucking is such 
a universal phenomenon in infancy, the transfer habit, nail biting, is also likely 
to be prevalent. Thumb-sucking is ‘‘normal’’ for the infant (Massler and 
Wood, 1949) ; therefore, nail biting may similarly be ‘‘normal’’ for the school- 
aged child. 

2. Nail Biting in Grade School Children (6 to 14 Years).—Wechsler (1931) 
investigated nail biting in approximately 3,000 children, ranging from 1 to 17 
years of age. He found that the percentage of nail biters increased markedly 
and suddenly from the age of 3 to the age of 6, after which it remained at a 
fairly constant level (cirea 33 per cent) until puberty. At puberty the per- 
centage of children exhibiting nail biting rose sharply to a peak at 13 years of 
age (43.6 per cent of boys and 44.4 per cent of girls). 

Wechsler did not describe the method used to determine the presence, ab- 
sence, or degree of nail biting, so that his criteria on nail biting are not clear. 
He presented only a tabulation of the percentage of children who bit their 
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nails at each age period. While his data are therefore relatively crude, they are 
nonetheless the most complete and valuable in the literature. 

Schwartzman (1939) observed the occurrence of nail biting in a group of 
709 children, ranging from 1 to 12 years of age. His findings were similar to 
those quoted by Wechsler (1931). Billig’s (1941) investigation of 567 boys and 
girls in a normal elementary school population showed that approximately two- 
thirds of the children bit their nails at some time and that half of the nail biters 
stopped the act at about the age of 15 vears. Shahovitch (1945) stated that nail 
biting among school children begins in the first grade and that the number of 
nail biting children increases until the sixth grade. According to Shahovitch, 
few children acquire this mannerism after 12 vears of age. 

From these studies, it would appear that the percentage of children who bite 
their nails increases sharply from 3 to 7 years of age, remains fairly constant 
from 7 years until puberty, rising again to a peak of approximately 43 per cent 
at puberty. The criteria of assessment, however, were not standardized and 
there is therefore a tendency for wide variations in the figures presented from 
different studies. The more complete studies are those carried out by Wechsler 
in 1931 and Billig in 1941. Other studies have been only confirmatory. From 
these studies it must be assumed that, because of its wide prevalence, nail biting 
is ‘‘normal’’ in children from 4 years of age to puberty (and later). ‘‘ Nor- 
mality’’ in this sense indicates averageness rather than ‘‘desirable’’ or ‘‘ideal.’’ 


3. Nail Biting in High School Children (15 to 18 Years).—The frequency of 
nail biting after the grade school level (15 vears) begins to decrease progressively 
with increasing age. Wechsler’s studies (1931) showed that the incidence of 
nail biting after the grade school level quickly drops from approximately 43 
per cent at 11 to 13 years to 15 to 19 per cent at the age of 16. Billig (1941) 
studied high school sophomores (aged 15 to 17) on three occasions and found 
the incidence of the act to be 20 per cent, 25 per cent, and 29.4 per cent. In 
addition, Billig pointed out that approximately one-half or more of the nail 
biters had desisted by their fifteenth years. 

From these studies it is clear that nail biting decreases rapidly after the age 
of 15. At this age, the child is becoming sex conscious and social conscious. 
This type of social disapproval, especially by members of the opposite sex, forces 
the nail biter to transfer to a less obvious and more acceptable mannerism. 


Substitution for nail biting: The censure of friends makes it expedient 
for the average gregarious child to substitute some other ‘‘habit’’ for that of 
nail biting. These transfer ‘‘habits’’ range from the relatively innocuous pencil 
biting and gumchewing to the more surreptitious lip biting, nail picking, and 
nose picking. (iumchewing has achieved its present popularity because it offers 
a socially acceptable method of oral gratification. In fact, it is a good method 
of ‘‘transferring’’ habitual nail biting. 

In the adult, smoking is a common nail biting substitute. The cigar some- 
times replaces the finger in the adult’s need for oral gratification. 

Thus, when nail biting becomes unacceptable to society, there are numerous 
other oral habits to which the child may transfer, such as lip biting, pencil 
chewing, and gumchewing. Hair twirling, nose picking, and even ‘‘doodling’’ 
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are considered ‘‘transfer habits.’’ Billig’s (1946) explanation for such transfers 
as ‘‘equivalent mannerisms’’ which are more consistent with the personality of 
the child is logical. 

Degree of nail biting: Unfortunately, none of the studies cited paid any 
particular attention to the degree or severity of the nail biting among the dif- 
ferent children. This would assume that mild and occasional nail biting has 
the same significance as severe and persistent nail biting. This is obviously 
a false assumption. It would be very desirable to standardize some method of 
assessing mild, moderate, and severe degrees of nail biting. Such a method 
would aid considerably in determining the significance of the action and its 
**normality.”’ 

It may be assumed, on the basis of the prevalence studies reviewed pre- 
viously in this communication, that a mild degree of nail biting is entirely 
‘‘normal’’ at the high school level. It cannot be assumed, however, that this is 
also true for the severe, persistent nai] biter at any age level. Certainly, the 
severe nail biter who tends to persist in this habit after the sixteenth year must 
be viewed with some suspicion. Persistent nail biting after the age of 16, like 
persistent thumb-sucking after the age of 6, may indicate emotional and social 
immaturity or regression by reason of emotional traumata which have produced 
feelings of insecurity and anxieties (English and Pearson, 1945; Massler and 
Wood, 1949). 


4. Nail Biting in Young Adults (18 to 30 Years).—Pennington and 
Mearin (1944) and later Pennington (1945) studied a group of 6,946 white 
Naval inductees and volunteers, 17 to 37 years of age. Pennington found that 
at the ages of 17 and 18, one male out of four revealed the mannerism; at 30, 
the ratio was one in nine; at 37, the incidence was one in twelve. The figures 
obtained in the age range 31 to 37 vears were not valid because of the small 
numbers in this age group. 

Coleman and MeCalley (1948) found that approximately 25 per cent of 
the men and women (16 to 28 years of age) in a college population were nail 
biters. The authors failed, however, to give the lower age limit of the group. 

These studies in young adults indicate a slightly greater frequency of nail 
biting than would be inferred from the studies of high school children by Wechs- 
ler (1931), Billig (1941) and Sehwartzman (1939). It is clear, however, that 
the incidence of nail biting does decrease significantly after the age of 18 years. 
Hil] (1946) examined 1,571 white male Naval separatees (ages not recorded) 
and found that only 6 per cent of these men bit their nails. However, his eri- 
terion for ‘‘nail biting’’ was undoubtedly more exacting than that used by the 
other investigators. The incidence figures quoted in Pennington’s excellent 
studies indicate that by the age of 30 years less than 10 per cent of men bite 
their nails. The prevalence in women is probably much lower. Such a low 
prevalence rate may indicate that nail biting, except the very mildest kind, 
should be considered ‘‘abnormal’’ in the young adult. Such persons are non- 
conformists and have not been able to obey the restraints imposed upon them by 
society. The act of nail biting after the age of 18 years should be considered 
to be more than merely a habit. 
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5. Nail Biting During Middle Age.—There have been no studies of nail 
biting in middle-aged persons except for Pennington’s study of inductees just 
cited. Nonetheless, it can be stated without serious fault that nail biting is ex- 
tremely rare in middle age and, by inference, should be considered as ‘‘ab- 
normal’’ after the age of 30 vears. 


SEX DIFFERENCES 

Some authors (Olson, 1929; Viets, 1931) found a significant difference in 
nai] biting between boys and girls. Others (Billig, 1941; Coleman and MeCalley, 
1948; Blatz and Ringhind, 1935; and Hattwick, 1937) contended that no dif- 
ference exists except that boys tend to persist in the habit longer than do girls. 


FAMILIAL TENDENCIES 

Some writers have indicated a familial tendeney in nail biting, probably on 
the basis of the younger child imitating an older sibling or parent (Kanner, 
1946; Pennington, 1945; Bakwin and Bakwin, 1942; Billig, 1941; Holt, 1940; 
Chapin and Royster, 1933; Olson, 1929). 


RELATION OF INTELLIGENCE TO NAIL BITING 

All investigators who have related intelligence to nail biting agree that no 
correlation exists between the two factors (Billig, 1941; Olson, 1929; Viets, 
1931). Children of low and of high intelligence both bite their nails. 


SUMMATION OF INCIDENCE STUDIES 


In summarizing the studies of the incidence of nail biting, the following 
noints are significant : 

1. Nail biting has its beginnings between the ages of 4 and 5. 

2. The incidence of nail biting increases rapidly after the age of 5 and is 
greatest at puberty (circa 43 per cent). The incidence of nail biting begins to 
drop rapidly after the age of 15 and is rarely seen after the age of 30 years. 

3. Those authors who have considered the origin of nail biting at all agree 
that the act stems from a condemned thumb-sucking habit and is therefore 
basically a transfer action. This hypothesis explains the wide prevalence of 
nail biting, as well as the chronology of its inception. 

4. Nail biting was found to be of relatively common occurrence in normal 
grade school and high school children (43 per cent). The act must perforce be 
considered ‘‘normal’’ within this age range (4 to 16 years). A mild degree of 
nail biting is to be expected in the average school child and must therefore be 
considered as ‘‘normal.”’ 

5. Whether severe and persistent nail biting may still be considered ‘‘nor- 
mal,’’ even during the school age, remains to be determined by future studies 
which would take into consideration not only the percentage of persons who bite 
: their nails but also the intensity or degree with which they are bitten. It is 

quite likely that such a distinction may throw additional and important light 
- on the ‘‘normality’’ of nail biting. 

6. Nail biting tends to disappear some time during adolescence and is re- 
placed by other more socially acceptable oral habits such as lip biting, gum- 
chewing, and smoking. 
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7. Nail biting, in any degree, must be considered ‘‘abnormal’’ below the 
age of 3 and after the age of 30 vears in view of the very low prevalence rates 
during those ages. 


OCCURRENCE OF NAIL BITING IN SITUATIONS OF STRESS 


Nail biting has always been considered to be a ‘‘nervous habit.’’ It has 
been inferred that the frequency and degree of nail biting increase in situations 
of stress or tension. In fact, this relationship has been so well accepted that the 
phrase ‘‘biting the nails’’ has come to be indicative of a person under stress. 

Nail Biting in Children Under Stress.—Situations of stress which may 
build up inner tensions in children vary widely. There is no question that un- 
fortunate parent-child relationships are the basis for many behavior problems 
(Spock, 1945). The many scoldings which the child experiences every day pro- 
duce nameless fears and feelings that he is not loved. Children who feel re- 
jected seek solace in their fingers (Bovet, 1944). Viets (1931) pointed out that 
nail biting is, in many instances, a reaction to a deep emotional strain and is 
greatly aggravated by unhappy, strained environmental conditions such as 
those found in broken homes, homes in which harmony was lacking and quar- 
relling was constant, or in which there was an alcoholic or immoral parent. 
Homes which were characterized by tension produced a greater number of nail 
biters. Overprotection and sibling jealousy were also found to influence the 
production of nail biters. 

Children bite their nails in moments of anguish, i.e., fear of not knowing 
a lesson, reading sad stories, listening to radio horror stories, or upon being 
‘*foreed’’ to go to bed at night (Bovet, 1944). Jones (1943) found that school 
children show increased nervous movements, such as nail biting, nail picking, 
and other manual and oral movements, under the stress of working arithmetic 
problems. 


Institutionalized Children.—Goldtarb (1943) noted that more than twice 
as many children reared in institutions had ‘“‘habits’’ of nail biting, nose pick- 
ing, or lip sucking compared to those reared in foster homes. This fact was 
most evident in the 8%-year-old child. He implied that the institutional en- 
vironment created more internal tensions than did the foster homes. 


NAIL BITING IN ADULTS UNDER STRESS 


Adults also experience emotional stresses and anxiety states. A domineer- 
ing, demanding employer can create a similar situation in the adult that a de- 
manding parent does in the child, with rather equivalent results in unhappiness, 
regressions, hatefulness, and nail biting. One can commonly observe the strong 
tendency of adults to place their fingers in their mouths and to bite them oc- 
casionally at prize fights, ball games, and other vigorous sport contests—even 
via television. 

Pennington (1945), after examining almost 7,000 military inductees and 
discovering the wide prevalence of nail biting in young adults, pointed out the 
importance of tensions in fostering the habit. **Obviously, the number of situa- 
tions inducing this mannerism is large, Economic, social, familial, sexual, and 
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all other bases for conflict and frustration have provided, among the thousands 
interviewed, a fertile ground for the generation of tensions.’’ 

During the recent war an opportunity was offered to study the effects of 
environmental stresses and emotional strains upon the behavior patterns of men 
during and after combat (Hill, 1946; Grinker, et al., 1946). Hill (1946) found 
+ that nail biting occurred most frequently when the men were in tense emotional 
situations or during periods of enforced inactivity. 

All authors agree that nail biting increases in prevalence and in degree 
under situations of emotional tension (Pennington, 1945; Hill, 1946; Grinker 
et al., 1946). The adage that persons under tension ‘‘bite their nails’’ seems 
to be true. 


OCCURRENCE OF NAIL BITING IN ABNORMAL PERSONALITY TYPES 


Nail biting, especially severe, persistent nail biting, has sometimes been 
considered a ‘‘neuropathie trait’? rather than a ‘‘habit.’’ A sizable literature 
has therefore accumulated concerning the occurrence of this mannerism in 
abnormal personality types. 


Nail Biting in Abnormal Children.— 

Delinquents: Michaels (1940) studied a group of 105 delinquent children 
and their sibling controls. The raw data were obtained from Healy and Bronner 
(1936) and analyzed statistically. They found that 11.7 per cent of the de- 
linquents and 6.7 per cent of the nondelinquents were nail biters. Statistical 
analysis of these data, however, showed that this was not a significant difference. 
Conversely, Shahoviteh (1945) stated that the majority of juvenile delinquents 

were nail biters. She did not present data to support this thesis. Thus, while 
there seems to be a division of opinion as to whether more delinquent children 
bite their nails than do nondelinquents, the only objective study available for 
analysis indicates that no real difference exists between these groups. 


Enuretics: Anderson (1930), while studying the psychiatric aspects of 

enuresis, noted that nail biting occurred in 68 per cent of the enuretic girls and 

, 41 per cent of the enuretic boys. Anderson coneluded that nail biting appears 
to be an outlet for emotional tensions arising from the conflicts incident to 


enuresis. 

Michaels and Goodman (1934) studied a group of 475 enuretie children, 
aged 6 to 19 years, in an attempt to correlate enuresis with other ‘*neuropathie 
traits’’ such as temper tantrums, stuttering, and nail biting. Although 51 per 
cent of these children were nail biters, nail biting was not found to enter sig- 
nificantly into the statistical association with enuresis. Nevertheless, the authors 
concluded that there is a ‘‘natural’’ clinical correlation of these ‘‘neuropathic 
traits’? with enuresis, which indicates a symptom complex rather than causal 


: relationship among these traits. 
Viets (1931) found that although a slightly greater number of enuretics 
were found among nail biters than among nonnail biters, the difference was too 
slight to be significant. 
Thus, nail biting and enuresis appear to be associated only as different 
aspects of a ‘‘symptom complex’’ but are not necessarily related except inasmuch 


4 
me 
358 
. 
24 
= 
nd 
> 
. 


359 


NAIL BITING 


as nail biting may be one of the outlets for the tensions found in the enuretic 
child. 


Stutterers: Oral habits were found to be common in a group of 50 stutter- 
ing children, aged 6 % to 15 years (Despert, 1946). Thumb- and finger-sucking, 
common at an early age, were replaced in later years by nail biting. Despert 
stated that nail biting in this group was a sign of general tension and principally 
an index of oral tension. The most common finding in this group was anxiety, 
primary, not secondary, to the speech difficulty, About half of the group showed 
severe nail biting and nearly all were observed to bite the nails habitually. In 
this instance, there seems to be little doubt that most stutterers tend to bite 
their nails severely. 

The fact that stutterers also bite their nails illustrates the fact that diffuse 
anxieties are not solved by any one symptom, Anxieties are probably expressed 
in a polysymptomatie fashion rather than in any one habit action. 


Nail Biting in Abnormal Adults.—The studies of psychoneurotie rejectees 
and evacuées during World War II (Hill, 1946; Rottersman, 1946) and the 
findings in schizophrenics and adult enuretics (Bowman and Raymond, 1931; 
Levine, 1943) showed clearly that nail biting did occur with greater frequency 
in abnormal personality types and adults with unresolved fears and problems 


than in so-called normal persons. 

It is clear that nail biting is itself not indicative of any abnormality in 
personality. None of the investigators were willing to consider nail biting per se 
as a ‘‘neuropathic trait,’’ nor was there any real evidence toward that view. 
All investigators agreed, however, that it was a significant mannerism when con- 
sidered with other ‘‘neuropathie traits’’ (enuresis and stuttering) in the evalua- 
tion of the total personality. 

At the risk of redundaney, it must be pointed out that even in thesc rather 
critical studies, the degree of nail biting observed was not clearly stated nor 


consistently considered. It seems to the reviewers illogical to consider as one 
both the mild, occasional nail biter and the severe, persistent nail biter. A more 
careful evaluation is due the ‘‘habitual’’ than the occasional nail biter. 


EFFECTS OF NAIL BITING ON THE DENTITION 


Nail biting is frequently implicated in the orthodontic literature as a causa- 
tive factor in the malpositioning of the anterior teeth (Moore, 1948; Markus, 
1930; Cartwright, 1935). These references are rather vague and always con- 
sidered under generalizations such as ‘‘habits.’’ While there are any number of 
subjective opinions, we could discover no objective evidence, clinical or statisti- 
cal, to prove the thesis that nail biting may cause dental malocclusion. Schwartz- 
man (1939) quoted other authors as having noted dental trauma, gingivitis, 
and herpes resulting from nail biting. However, this seems to rest more on 
opinion of what should happen rather than upon direct observations of what 
did happen. 

Only one case was discovered in the literature (Miller, 1931) in which it 
was shown that vigorous and continuous nail biting caused alveolar destruction 
about the teeth used in biting. 
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The lack of evidence in the literature leads one to conclude that ordinary 
nail biting has no serious effects upon the dentition. The reason for this may be 
the fact that the use of the teeth in nai] biting does not differ very markedly 
from common biting and incising during mastication. This is in contrast to 
the effects of sucking habits (thumb-sucking, lip-sucking, and tongue-sucking ) 
which frequently do cause disarrangement of the occlusion, especially during 
the critical mixed dentitional period, 6 to 12 years of age. Incisive forces are 
transmitted along the long axis of the teeth rather than against it, as in sucking. 
Since the periodontal structures are so arranged as to resist longitudinal forces, 
no damage results. It may, therefore, be concluded that the act of biting finger 
nails is physiologic for the teeth and that dental trauma rarely results. 


SIGNIFICANCE OF NAIL BITING 
Origin of Nail Biting.—Nail biting is apparently a transfer from a frustra- 
ted or condemned thumb-sucking habit. The substitution of nail biting for 
thumb-sucking is almost universal, a fact that ean easily be verified in individual 
cases or in large groups of children. 

Many writers have postulated a psychosexual basis for oral habits such as 
thumb-sucking and nail biting. This viewpoint is based ultimately upon Freud's 
stages in psychosexual development. One rather clear and complete explanation 
of this point of view (Wechsler, 1931) stresses the fact that finger-sucking is a 
complement to nipple-sucking and is therefore necessary to the infant in order 
to achieve full oral gratification. Nail biting is a continuation of the thumb- 
sucking habit during the genital phase of psychosexual development of the child 
and therefore has phallic symbolism. The act of nail biting, like that of thumb- 
sucking, is therefore an unconscious (and perfectly normal) form of mastur- 
batory activity. However, the act of nail biting in contrast to thumb-sucking 
carries with it a certain amount of ‘‘punishment’’—self-punishment in the case 
of a guilt complex or anger at the parent. For further details of this point of 
view, the reader is also referred to Menninger (1935, 1938) and to English and 
Pearson (1945). 

Not all writers accept this point of view (Moll, 1924; Billig, 1941; Olson, 
1929; Coleman and MeCalley, 1948; Pennington, 1945). Most authors agree 
with the obvious fact that finger-sucking serves a definite need for oral gratifica- 
tion in the infant and agree also that nail biting serves to satisfy a similar need 
in the older child. They do not feel, however, that it is necessary to invoke a 
phallic symbolism or genital connotation to the mannerism—that such an ex- 
planation is ‘‘more concealing than revealing’’ (Pennington, 1945). 

There thus seems to be a definite basis for thumb-sucking in the need for 
oral gratification in the infant. There also seems to be no doubt that nail biting 
serves a similar purpose in the child, probably as a result of simple transfer. It 
seems unnecessary for the purposes of this review to delve deeper into the mys- 
terious depths of the emotions. The serious student, however, would do well 
to explore this viewpoint further. 
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Contributory Factors.—The multitude of ‘‘don’t’s’’ and the strain of living 
in an adult society and having to conform to it create inner tensions and anxie- 
ties in the child. Such stresses increase the frequency and the intensity of nail 
biting. One must expect the child to ‘‘let off steam.’’ Some children react to 
parental demands by irritable behavior or extreme resistance to control. Others 
develop bodily manipulations. Nail biting represents one method of tension 
reduction. It is apparently the most common outlet for inner tensions in the 
child. 

Course of Nail Biting—A large segment of children bite their nails, but 
after puberty and adolescence they tend to stop this action. Nail biting may be- 
come quickly transferred or lost, or it may become fixed and compulsive, depend- 
ing upon the attention given to it by parents, teachers, or playmates. In this 
respect, the emotional constitution of the child plays a great role, since the 
latter surely determines the character of the reactions of the child toward the 
condemnations heaped upon him. 

The act bears no relaxation to sex or intelligence but apparently tends to 
become accentuated strongly in those with other neuropathic traits. It is too 
universal a habit, however, to be regarded, by itself, as a ‘‘neuropathie trait.’’ 
This last may be modified by future studies which consider the severe, compulsive 
nail biter as distinet from the mild, occasional nail biter. 

In the usual course of events, nail biting is replaced by other means of oral 
gratification some time after puberty. In certain instances, however, the habit 
becomes fixed and compulsive and remains in the adult. At this age, it has been 
considered indicative of ‘‘nervousness’’ and susceptibility to neuroses (Hill, 
1946; Grinker et al., 1946). This has been denied by Pennington (1945). 

Significance of Nail Biting—Basiecally, nail biting is a tension-releasing 
mechanism and is therefore indicative of internal tensions. Nail biting may 
also persist as a residual ‘‘habit’’ long after the situation which caused it has 
disappeared. Although the wide prevalence of nail biting in grade school chil- 
dren attests to its averageness or ‘‘normality,’’ it should not be implied that 
therefore nail biting is insignificant and unworthy of critical attention. In the 
total assessment of the child, nail biting is evidence of internal tensions. In 
most cases, these tensions are the ordinary tensions of the average home and 
school environments. Nonetheless, their existence should be recognized and, 
if possible, evaluated. 

The severe nail biter should certainly be carefully scrutinized since the 
very nature of the act must be highly significant and indicative of more than 
ordinary internal tensions, Severe nail biting at any age level should be re- 
garded with suspicion since it probably represents part of a symptom complex 
or is the manifestation of unusual inner stresses. 

Even a mild or ‘‘normal’’ degree of nail biting merits attention by the 
pediatrician and the pedodontist who are attempting to evaluate the total per- 
sonality of the child. The fact that nail biting is ‘‘normal’’ does not necessarily 
imply that it is ‘‘ideal’’ nor even desirable. It would appear from this review 
that nail biting is a symptom of internal tensions; that nail biting is a tension- 
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releasing mechanism. It is assumed that a certain amount of tension in chil- 
dren is ‘‘normal,’’ but tensions are not desirable. 

The trials and tribulations of childhood are many. All children are sub- 
A jected to a bombardment of ‘‘must’s’’ and ‘‘must not’s’’ and live in an environ- 
ment of frequent frustrations which, if not neutralized by love, inevitably create 
tensions. When these frustrations and tensions are mild and the child is an 
adaptable one, a ‘‘normal’’ situation results. If the tensions are severe and the 
. child is not very adaptable, neurotic tendencies begin to appear. Enuresis and 
persistent nail biting are symptoms and signs of the unresolved conflicts. 


From the viewpoint expressed, nail biting even to a mild degree is a sig- 
nificant action inasmuch as it does reflect to some degree the internal emotional 
status of the child. Nail biting is only one of many symptomatic actions which 

: go to form the characteristic behavior pattern of a particular child. When nail 
biting activity is evaluated within the total picture of the child’s personality, 
it may (or may not) become a highly significant (or completely insignificant ) 
behavior characteristic. 

In summation, it may be concluded that nail biting, like any habitual act 
or ‘‘oral habit,’’ may be normal or abnormal, desirable or undesirable, depending 
upon the conditions under which it occurs: (1) age of the nail biter; (2) in- 
tensity and frequency of the action; (3) relation to the situation in which it 
occurs; (4) emotional status of the biter. 

The real significance of the act depends almost entirely upon the interplay 
among all these factors. It may be a normal act in the younger child, if mild 
and not repeated, being a transfer from frustrated thumb-sucking. In the older 
child nail biting may be a symptom of regression when it is more frequent, more 
intense, and more damaging. When the action is persistent and very severe, 
it may indicate that it is a part of a neurotie syndrome. Clinically then, these 
are all-important considerations which condition one’s interpretation of whether 
nail biting is ‘‘normal’’ in a particular patient. The differences of opinion 
which exist in the literature are not necessarily divergent when all the facts 
are molded together in a total, logical, integrated picture. The act of nail 
biting, to be evaluated adequately, must take into consideration the total per- 
sonality of the child, his age, the intensity of the action, and its relation to the 
situation in which it occurs. All these factors must be considered lest we fall 
into the ‘‘ bad habit of cataloguing all nail biting as a ‘bad habit.’ ”’ 


MANAGEMENT OF NAIL BITING 


Mild Nail Biting.—TIn eases of mild nail biting ‘‘treatment’’ is usually 
not indicated and unnecessary. Mild nail biting in the school child is ‘*normal’’ 
and to be expected. He will probably ‘‘outgrow’’ it and transfer to some other 
activity at a later age. Parents and friends should not direct attention to this 
‘ behavior by scolding, nagging, or condemning it. The danger lies not in the act 

itself but in its condemnation by the parent with the result that it may become 
fixed and a focus of conflict between parent and child. If too much attention 
is paid to the nail biting, the child may subconsciously utilize this habit to focus 
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attention upon himself. In other words, overemphasis on the habit merely 
serves to fix rather than to dissipate it. 

Severe Nail Biting—lIn some instances, children bite their nails excessively 
and severely. This may indicate excessive internal stresses, A child will bite 
his nails excessively under conditions of excitement, overstimulation, or un- 
happiness. Inner tensions may be caused by overt anxiety in the mother, by 
quarreling in the home, and by expecting too much of the child. One, therefore, 
should not treat the nail biting, but the cause of the biting. Treatment should 
be directed toward seeking and removing the basic emotional factors causing 
the act. 

In many eases, the only treatment necessary to cure intense nail biting is ¢ 
little more affection, sympathy, and understanding, with allowances for the child 
to carry out his ideas without too much adult interference. The child should be 
allowed more vigorous muscular activity outdoors, such as skating, running, or 
playing ball. This will, in most cases, dissipate the pent-up energy which other- 
wise is expressed as tensions leading to nail biting. 

Punitive Methods Versus ** Reminding’’ Methods of Treatment.—Harm may 
accrue from an unintelligent view of the act. Punishment (physical or verbal) 
for the nail biting may lead the nail biter to social conflict and feelings of guilt. 
In most instances, therefore, education of the parents is the best ‘‘treatment’’ 
of nail biting. 

All punitive measures, intentional or otherwise, are to be condemned. Pro- 
cedures utilizing the application of bitter substances or restraints to the finger 
as punitive measures are condemned by those who are well trained in the 
emotional aspects of child development. Louttit (1947) stated that such pro- 
cedures are ‘*. . . even more harmful and contraindicated for nail biting than 
for thumb-sucking. Therapeutic measures must be aimed at relieving the under- 
lving tensions, and this involves treatment of the child’s whole personality.”’ 

The use of nail polish painted on the fingernails to remind the child of his 
biting is very often effective. Bitter tasting substances painted on the nails 
are regarded as punishment and inevitably fail to help the child, although such 
treatment may transfer the habit to some other action such as nose picking. 
Punitive methods are not only useless but injurious because they serve to fix 
or displace the act. 

Isaaes (1933, 1935) discredited negative methods: 

‘‘T have accumulated . . . evidence showing the uselessness of negative 
methods . . . whether these take the form of scolding, whippings, tying the 
hands ... or putting bitter aloes on the nails. These methods invariably 
fail . . . cause misery and a feeling of guilt in the child... I have had several 
eases in which nail biting has been cured by the treatment of the nail with olive 
oil. The physical effect of olive oil on the nails is an important factor. The oil 
makes the nails smooth and soft ... no jagged edges . .. the child has less 
temptation to tear at them... . 

A sympathetic approach to the child or adult, indicating a desire to help 
(rather than condemn or punish) will usually win the cooperation of the nail 
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biter, since he does not want to bite his nails any more than society wants to 
watch him bite the nails. Once willingness and cooperation are won, measures 
to ‘‘remind’’ the nail biter are generally effective. Simple measures plus sug- 
gestion and reassurance are very effective when the child is ready to give up the 
act. One can use nail polish in the girl; an ‘‘expensive’’ manicure (by a beau- 
tician, not by the parent) is surprisingly effective. A simple ‘*‘bandage’’ to 
cover the wounded fingers is very effective once the boy (and his friends) are 
made to understand that this is treatment for the injury and not for the nail 
biting. 

Summary.—A mild degree of nail biting in the school child is common and 
‘‘normal.’’ Attention and censure merely serve to fixate the mannerism into a 
habit causing feelings of guilt and insecurity. Severe, compulsive nail biting is 
symptomatic of increased inner tensions and frustrations. Adequate therapy 
consists of measures designed to reduce these stresses. Treatment of the symp- 
tom alone by the use of punitive devices, bitter substances, or ridicule is generally 
ineffective and may be harmful. 


SUMMARY AND CONCLUSIONS 


1. Occurrence of Nail Biting.—Nail biting is one of the most commen oral 
habits observed in children and young adults. The act has its incipiency any 
time after 3 and before 12 years of age. The percentage of children biting their 
nails rises sharply from 4 to 7 years, changes little between 7 years and puberty, 
and rises again to a peak during the adolescent years. Nail biting decreases 
thereafter with increasing age and virtually disappears during adulthood. The 
incidence among some school children was found to exceed 40 per cent and 
varies from approximately 10 to 25 per cent among adults. 

2. *‘Normality’’ of Nail Biting.—The concept that nail biting is ‘‘normal’”’ 
between the ages of 4 and 18 years is supported by the high prevalence figures 
during these years. All investigators agree that simple occasional nail biting 
may be perfectly normal and merits little attention other than the fact that in 
the total assessment of the child it is evidence of some degree of internal tension. 
However, severe, persistent nail biting may be a significant symptom of internal 
tensions. There exists a real need for a clear objective definition and distinction 
between mild and severe nail biting so that future studies might more exactly 
coordinate the data. 

3. Etiology and Course of Nail Biting.—Nail biting may stem from a con- 
demned thumb-sucking habit. This thesis merits further analysis. Nail biting 
may become fixated and aggravated by parental condemnation. The act may 
also become increased in intensity by environmental stresses and strains as well 
as emotional insecurity, fear, or hate. The usual course of nail biting, however, 
is to become replaced some time during or after adolescence by some other, 
socially more acceptable, ‘‘oral habit,’’ such as lip biting, gumechewing, or 
smoking. 

4. Significance of Nail Biting.—Numerous theories emphasized the role of 
nail biting as a simple tension-reducing mechanism particularly under con- 
ditions of situational stress. There is no evidence that simple, mild nail biting 
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is a ‘‘neuropathie trait’? nor can the habit be considered as indicative of patho- 
logie personality. It is unrelated to sex or level of intelligence. 

5. Effects on the Dentition—Nail biting is frequently implicated in the 
orthodontic literature as a causative factor in the malpositioning of the anterior 
teeth. No proof, clinical or statistical, could be discovered to prove (or dis- 
prove) this hypothesis. 

6. Treatment.—Almost all authors agree that symptomatic treatment of 
nail biting by bitter substances, restraints, scolding, nagging, and threats are 
valueless and in fact undesirable and even detrimental. Since nail biting is 
symptomatic in nature, most investigators agree that treatment should be de- 
signed to reduce environmental stress, increase the feelings of adequacy, and 
thereby relieve the inner tensions. 
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SOME OBSERVATIONS ON THE HISTORY AND USES OF 
THE KESLING POSITIONER 


A. Exusasser, A.B., B.S., D.D.S., SAN FRANCISCO, CALIF, 


HE history of the Kesling positioner has been adequately documented by 
its creator, Dr. Kesling, so this paper will dwell only briefly on the subject. 


However, the use of the positioner is rather intimately related to a group of 


mechanical and biological phenomena which should be thoroughly understood 
by all those who make use of the appliance. The bulk of this presentation, there- 
fore, will be concerned primarily with these phenomena and their relationship 
to positioner therapy. 

The history of the positioner begins with the desire of Dr. H. D. Kesling 
to produce an appliance which would influence all of the teeth to flow into the 
desired positions without the use of bands or wires. At the same time, he 
wanted something which would produce proper areh form according to type. 

Thus he set to work, at first with the idea of producing something which 
would bring about complete treatment. After much effort, an appliance was 
produced which would complete all of the artistic aspects of the case such as 
minor rotations, space closing, and bite opening. Of course, in order for this 
appliance to accomplish its purpose, basic treatment has first to be accomplished. 
In other words, the jaws must be in proper relationship, the cusp and inclined 
plane relationship of the teeth correct, and gross rotations corrected. 

The introduction of the positioner was truly a milestone along the road 
to the perfection of orthodontic techniques. It made possible refinement of 
eases which could formerly be refined only by long months of tedious arch wire 
adjustments. The main advantage of the appliance lies in its simplicity of 
design. Dr. Kesling has adequately covered its fabrication, so only an outline 
will be given here. It consists merely of a rubber mold of the teeth in correct 
occlusion. This correct occlusion is achieved by setting up the teeth much as 
prosthetic teeth are set up. The teeth from which the setup is made are obtained 
from the patient’s casts. The teeth are sawed from the casts and then set up 
in correct occlusion, An impression is then made, and it is poured in stone. 
From these stone models, a rubber mold is made. This is the positioner. If it 
has been properly constructed, it duplicates normal occlusion. 

It was Kesling’s original intention that the positioner could be used for 
the complete retention period. On the West Coast it was used as a retainer for 
some time after its introduction, but within the last few years many men have 
felt that the positioner will not allow for the proper stabilization of the teeth 
in their alveolar processes. The reason for this is quite apparent. Since the 
majority of positioners are constructed of rubber or some other elastic material, 
it is an active appliance each time it is slipped over a tooth which does not con- 
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form to its (the positioner’s) pattern. Since it expends active forces each time 
it is placed in the mouth, it has been assumed by a great many users that the 
positioner will not permit the final settling down of a case. It has therefore 
become common practice to use a positioner for a period of six to eight weeks in 
order to put the refining touches on a ease, and then to shift to regular retainers 
for the remainder of the retention period. In this way the teeth are allowed 
to stabilize in their alveolar processes after final correction by the positioner. 

In speaking of positioners, it is inevitable that we touch on the subject of 
retention. As long as orthodontic patients have been treated, retention without 
relapse has always been the goal. This subject has been investigated extensively 
from both the biological and the physical viewpoints. 

It is axiomatic that if an orthodontic case is completed with the teeth in 
complete harmony with the facial pattern and with a perfect equilibrium of 
forees on the denture, and on the individual teeth, no retention would ever be 
necessary. This, however, is perfection, and since we are but human, we can 
only strive for perfection even though we achieve it in only a small number 
of cases. Retention, therefore, is still, and will continue to be, an important 
part of orthodontic therapy. 

It has been stated in various ways that retention in orthodonties is that 
device by which the teeth are prevented from returning to their former positions. 
As stated before, if the correction of the malocclusion has established also a new 
and stable equilibrium of forees upon the teeth, retention would not be at all 
necessary. 

The term ‘‘equilibrium’’ has been used by chemists, physicists, psychiatrists, 
pediatricians, orthodontists, and others, so it becomes necessary to clarify what 
is meant by the termn with respect to orthodontics. The use of the term ‘‘equilib- 
rium’’ in orthodonties usually refers to the balance of forces brought to bear 
not only on individual teeth, but also upon the dentures as a whole. The position 
of any one tooth in the denture is due to the resultant of all of the forees brought 
to bear upon it. It follows that since the dental arch is made up of a series of 
teeth and the positions of each individual tooth are the result of forces brought 
to bear upon them, then the shape and position of the dental arch are the result 
of the balance or equilibrium of mechanical forces brought to bear upon it. 

To clarify the situation, let us take the position of one tooth as an example. 
Of course, we know that there are forces brought to bear upon it from an infinite 
number of directions, but we will consider three of the main forces. These are 
produced by the lips or the cheeks, the tongue, and physiologic mesial drift. 

Now let us pause to see how tooth movement, through orthodontic therapy, 
will affect these forces. If we move a tooth lingually, then we unbalance the 
foree couple between the tongue and the lips. If we are to prevent relapse, 
we must move the tooth in yet another direction to achieve equilibrium. 

In addition to these local muscular forces brought to bear upon each tooth, 
we must consider the relationship between the forces brought to bear upon the 
arch, and the shape of the arch itself. The term ‘‘dental arch”’ literally means 
an arch. The only real difference between it and an arch used in a building 
is that in the latter there is no internal force or force which is brought to bear 
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from within the concavity of the arch. In the dental arch, however, the force 
of the tongue on the anterior teeth corresponds to a force from within the con- 
cavity of the arch. 

In the building arch, all of the force is directed from the exterior of the 
convex surface. As everyone knows, the keystone locks the series of stones com- 
posing the arch into a solid unit which opposes these external forces. Unfor- 
tunately, in the dental arch, these external forces are not only balaneed by the 
forces within the concavity of the arch or the forces of the tongue, but these 
lingual forces may exceed the external forees, thus spreading apart the units 
of the arch. 

From this analysis of forces brought to bear upon the dental arches, it is 
apparent that the very integrity of the arch itself depends upon its position in 
space with reference to the forces brought to bear upon it. That is to say, there 
must be a balance between the external forees (lips and cheeks) and the internal 
forces (tongue). The shape of the arch will conform to the directional result- 


-ant of these forces. 


If, for instance, an arch is made too wide during treatment then the external 
medially directed forces will exceed those from the tongue, and the result will 
be lingual collapse. 

Excess lingual movement of lower anterior teeth will have twofold results 
in the type of relapse. In the first place, the anteriorly directed lingual force 
will exceed the posteriorly directed labial force. This will result in anterior 
movement with consequent spacing in the anterior teeth. In addition, if, as is 
frequently the case, the cuspids are expanded in order to make sufficient space 
to move the anterior teeth lingually, relapse may be due to labial foree in the 
expanded cuspid region, resulting in collapse of the whole anterior segment. 

Again, if we move teeth too far distally in order to make space available 
to align the lower anterior teeth, subsequent physiologic mesial drift on the 
buceal segments will result in collapse of the anterior segment. 

It must always be borne in mind that an untreated malocclusion represents 
equilibrium. If a case is to be treated properly, the original equilibrium must 
be so altered that when the teeth are moved to their new positions, a new equilib- 
rium results. If this were done in al] cases, we would need no retention devices. 
However, the number of cases in which this perfectly balanced new equilibrium 
is achieved is extremely small. 

For the moment, we must assume that a stable equilibrium of forces brought 
to bear upon a tooth or teeth cannot be achieved practically through orthodontic 
therapy. Perhaps the main reason for this lies in the fact that we have no 
practical way of measuring the balance of forces brought to bear upon the teeth 
and the dental arches. Physically, perfect equilibrium then is, on the basis of 
chance alone, extremely rare in the completed orthodontic case. If this is the 
situation, and if the teeth will relapse toward their original positions after treat- 
ment, if equilibrium is not established, why do we attempt retention at all? 
Why do we not take a chance on relapse right at the time of appliance removal? 

The theory has been advanced many times that putting retainers on a 
patient immediately after appliance removal gives the hone a chance to harden 
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around the teeth. This, according to many orthodontists, will prevent the teeth 
from relapsing to their former positions, due to the rigidity of the bone which 
surrounds them. 

The validity of this theory is, of course, open to a great deal of discussion. 
There are cases which appear to resist relapse when the retainers are removed, 
even though the forces upon the teeth are not in equilibrium. However, there 
are many more cases which relapse badly when the retainers are removed, due 
to the fact that the newly acquired set of forces brought to bear upon the teeth 
is not in equilibrium. For all practical purposes, then, the idea of bone resist- 
ance cannot be depended upon to retain the teeth in their new positions in the 
event a new equilibrium of forces has not been established. 

All this does not mean, however, that adequate retention is not of prime 
importance in orthodontic therapy. It is true that, since the teeth have moved 
through bone, they will be loose in their new alveolar processes immediately 
after the appliance is removed. It is, therefore, good practice to place retainers 
in order to support the tissues while recovery is taking place. 

Most retainers are so constructed that clasps and labial wires are strategi- 
cally placed in order to resist the tendency of the teeth to return to their former 
positions. This type of construction is, of course, not necessary if a new equilib- 
rium of denture forces has not been established. In a well-treated case the 
retainer should be constructed primarily as a splint designed to immobilize the 
teeth against the forces of occlusion. 

There are innumerable types and designs of retainers, but all of them have 
two things in common. The first is that most retainers will hold the teeth in 
place for as long as they are worn. The second is that, no matter how well con- 
structed the retainer, the case will surely relapse when the retainer is removed, 
if a new and stable equilibrium of forces has not been established during treat- 
ment. 

After viewing retention from the standpoint of equilibrium, it becomes 
apparent that the retainer establishes stability only so long as it is worn, unless 
equilibrium was established during treatment. The term ‘‘equilibrium’’ has 
been used many times in the last several paragraphs. This repetition was neces- 
sary in order to establish the importance of the subject. We can now begin to 
see some of the motivation which brought into being the positioner. 

In an attempt to visualize beforehand the equilibrium which could be 
attained through treatment, Dr. Kesling and others advocated the practice of 
making two sets of models at the beginning of treatment of each patient. One 
set of these models is used as a part of the patient’s record, as is the case in 
most orthodontic practices. The second set of models is used for a mechanical 
study of the treatment plan. In this case the teeth are removed from the models 
by means of a thin band saw similar to the type sometimes used to relieve tight 
contact points. These teeth are then set up in much the same way that teeth 
are set up for artificial dentures. 

In making this setup, one should strive for several ideals, but the main one 
of these is equilibrium. It is an easy task to state that a stable equilibrium is 
required in this setup, but how does one achieve it? In other words, since | 
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cannot, obviously, measure it quantitatively, how will I know when I have 
achieved it in the setup? Unfortunately, there is no pat formula for this, but 
several points can be borne in mind while making the setup. 

The first consideration is one which was first brought forth by Nance in 
which he stated that lower teeth cannot be moved distally without subsequent 
relapse, unless it can be established that these teeth, in the etiology of the mal- 
occlusion, have drifted mesially. If the latter is the case, the lower buecal teeth 
can be moved distally in the amount of the established mesial drift. 

Another point which must be considered is expansion. It has been asserted 
many times that expansion of the dentures stimulates the growth of basal bone, 
thus resulting in a newly stabilized position of the teeth. Through vital staining 
and cephalometric techniques, it has been shown that this assertion is not true. 
In making the test setup then, expansion in anything but extremely moderate 
amounts should not be introduced, because, as a means of orthodontic therapy, 
it is generally unsatisfactory. 

A third point, and a very important one to consider, is that the series of 
alveolar sockets in the line of occlusion can be thought of as a trough. Any 
teeth that are out of the general line of the trough can be safely moved into it, 
since the line of occlusion or the trough represents stable equilibrium. The 
question immediately arises, ‘‘If we are to move teeth into the trough, and we 
cannot move a great amount distally, and we are not allowed a great deal of 
expansion, how are we ever going to obtain sufficient space to move these teeth 
into the trough?”’ 

I do not wish to place salt on old wounds, but since I was asked to speak 
of the positioner, and since the whole theory of the positioner is based on stable 
equilibrium, I must state that if there is not sufficient space to place all the 
teeth in the trough, then extraction must be considered. 

In setting these teeth up for analysis, it will be noticed, in many cases, that 
in order to make the upper and the lower casts articulate, not only must the 
teeth be set up in proper relationship to the bony bases, but also the bases of 
the casts must be altered from their original anteroposterior relationship. We 
are all aware that in the correction of most Class II eases, the relationship of 
maxillary and mandibular dentures is changed, either by mandibular reposi- 
tioning or by tooth movement. 

If this repositioning is purely mechanical, ordinary retainers will not retain 
the case. On the other hand, mechanically jumped bites can be held with the 
positioner for as long as the positioner is worn. This, however, is merely putting 
off the ultimate relapse. 

If the Class II malocclusion has been corrected by impeding growth in the 
upper jaw, and allowing growth to take place in the lower jaw, as has been 
implied by Kloehn, then the positioner is an excellent retention device. It will 
be found that in eases of this type, the teeth can be settled into occlusion in the 
new jaw relationship beautifully by means of this appliance. 

From the foregoing, it can be seen that from setting up the teeth for 
analysis, it is an easy step to mold the setup in rubber. Since this setup repre- 
sents what we wish for in any particular case, it is only rational to follow this 
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procedure. This rubber appliance can then be used to achieve the final finish 
of the case after basic treatment has been completed. 

Thus far in this presentation, the advantages of using the positioner have 
been presented. It would be neither fair nor scientific to end this paper without 
discussing some of the disadvantages of the appliance. 

Perhaps the main weakness of the positioner, according to many of its users, 
is its tendency to close the bite after only a few weeks of use. It would not be 
wholly accurate to claim that bite closure in these cases is due only to the fact 
that the patient is wearing a positioner. However, there are many factors which 
contribute to bite closure, and faulty positioner construction is one of these. 

It must be borne in mind that any errors made in the construction of the 
positioner will be reflected in the finished occlusion of the patient, If rotations 
are not properly corrected in setting up the positioner, they will not be properly 
corrected in the finished ocelusion. Elevation and depression of individual teeth 
in the positioner setup will be seen in the ocelusion just as they were set up 
on the positioner. 

It is common practice in the fabrication of the appliance to mount the 
master models in an articulator and then proceed to open the bite on the pin 
of the articulator. After this point is reached, the appliance is ‘‘waxed up.’’ 
Most men make this opening about two to two and one-half millimeters. This 
amount was decided upon because it is thought to approximate the average free- 
way space. The rationale behind this opening of the bite in the amount of the 
freeway space is that having a layer of rubber between the occlusal surfaces of 
the upper and lower teeth will keep the muscles of mastication in a state of ten- 
sion while the positioner is in place in the mouth. It is supposed that this ten- 
sion will hold the positioner in place while the patient is sleeping. 

This reasoning is not without legic. It is common knowledge that when a 
patient relaxes, his jaw drops open to physiologic rest position, which gives the 
freeway space. Any opening beyond this position puts the muscles, on which 
the mandible hangs, in a state of tension. 

This is an excellent reason for the bite opening when fabricating the posi- 
tioner, but it would seem to me that a layer of rubber between the upper and 
lower buccal teeth would invite bite closure in the finished occlusion of the 
patient. The reason for this, of course, is that each time the patient brings 
pressure to bear upon this layer of rubber, there would be a depressing action 
of the posterior teeth which would ultimately result in a close-bite. 

This would be the case even if the layer of rubber did not exceed the free- 
way space, since part of the positioner therapy is to bite into the positioner. 
In most cases I have seen, however, the thickness of this layer of rubber between 
the posterior buccal segments exceeds the freeway space. When the jaws are 
opened beyond the freeway space, the muscles of mastication are always under 
tension, and depression of the posterior teeth will be the result. For those who 
doubt this point, I recommend a review of the excellent work of John Thompson. 

Another very important point to consider before deciding to use the posi- 
tioner is the patient cooperation. If the positioner is not worn as prescribed, 
then it is obvious that the desired results are not going to be obtained. 
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A third objection to positioner therapy, according to some operators, is that 
the appliance does not close spaces or achieve proper interdigitation of the teeth 
in many cases. This objection again is a valid one. 

Having covered three of the main defects of the positioner, I think it is 
in order to point out that two of these can be controlled by the operator and 
that the third, poor results with poor patient cooperation, is just as much a 
problem in the use of any other orthodontic appliance. 

Dealing first with the close-bite problem, it was decided in one of the study 
clubs in California that after the positioner setup was made, it was good practice 
to depress the six upper and lower anterior teeth on the setup until a 1 to 2 
mm. open-bite was the result in the final waxup of the case. From this point 
on, the fabrication of the positioner was carried out exactly as before. Due to 
the anterior open-bite in the setup, when the positioner is completed, the layer 
of rubber between the incisal edges of the upper and the lower anterior teeth 
is at least 2 mm. thicker than that between the upper and lower posterior teeth. 
With this arrangement, wearing of the positioner forces the anterior teeth to 
strike rubber before the posterior teeth do so. Obviously this will have a de- 
pressing action on the anterior teeth rather than on the posterior teeth, thus 
acting to prevent bite closure. 

Concerning the objection that the positioner will not close spaces or 
achieve proper interdigitation in some cases, I can only say that it is my 
belief that in many of these cases, basic appliance therapy has not been 
carried out as it should have been, and too much has been expected of the 
positioner. 

With these remarks, I rest my case for the use of the positioner. It is 
an excellent appliance for the purpose for which it was originally intended, 
and if used properly will produce wholly satisfactory results. 
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IMPROVED DESIGN OF THE SLIDING SLEEVE ATTACHMENT 


Howarp Yost, D).D.S., GRAND ISLAND, NEB. 


FTER first presenting the sliding sleeve attachment! and before submitting 

the improved design, perhaps a brief explanation may be in order concern- 

ing its conception, reasons for its use, and the author’s experience with it in his 

own practice. Primarily the inception of this attachment began with the desire 

for an attachment suitable for fabrication to chrome-nickel alloy anterior bands 
for use with the twin wire appliance as developed by Dr. Joseph E. Johnson.’ 

Until recently, all existing types of attachments suitable for chrome nickel 
alloy band technique required either tying to secure the twin wires to the an- 
terior teeth, which is far too time consuming, or the snap type bracket which 
protruded into the labial tissues causing unnecessary discomfort and irritation. 
It was felt any improvements in design of this type of an attachment adaptable 
for use with the above alloys and meeting the requirements of the technique for 
the twin wire appliance would render this appliance more acceptable for univer- 
sal use. It also seemed desirable that if such an attachment could have its com- 
ponent parts assembled on the twin wires and on the bands of the teeth, the lock- 
ing operation could more readily and easily be performed. Upon this premise 
the sliding sleeve attachment was developed. 

The open tube,* chrome-nickel alloy, 0.030 inch inside diameter, was selected 
for the stationary component of the attachment, which was spot-welded to the 
anterior band material, and a round tube, 0.022 inch inside diameter by 0.030 
inch outside diameter, cut the same length as the open tube, for the sliding com- 
ponent. I have used this type of attachment to the completion of several cases 
and found it to be quite versatile in its reception of the following types of an- 
terior sections of arch wires: 0.010 inch twin wires, 0.008 inch by 0.022 inch and 
0.010 inch by 0.022 inch flat wires, and a selection of single round wires ranging 
from 0.012 inch to 0.022 inch, the 0.022 inch round anterior wire being used as a 
means of employing occipital traction’ to either the maxillary or mandibular 
dentures after alignments of the anterior teeth had been accomplished with the 
0.010 inch twin wires. 

After having used this type of round sliding sleeve and round open tube as 
an attachment, a friend® suggested that an oval open tube and sliding sleeve to 
fit would add refinement of design by lessening the labiolingual thickness. Dur- 
ing the summer of 1949, in a personal conversation, Atkinson® volunteered aid 
for further improvement through the technical advisory council and develop- 
ment facilities of a manufacturer of orthodontic materials working closely with 
graduate engineers of the California Institute of Technology. Through this 
assistance, the improved design of the sliding sleeve attachment is now presented. 

The improved open tube and sliding sleeve are rectangular in design in cross 
section. The change in form renders the attachment slightly less bulky; and 
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since the new rectangular open tube is fabricated from spring stainless steel, it 
provides for greater retention of the sleeve in the open tube. At the same time, 
it allows the same freedom to the twin wires within the sleeve as that which char- 
acterized the previous designs, and with greater precision of control over tooth 


movements. 
The illustrations are artists’ drawings of the improved design of this attach- 
ment. 


Fig. 1 is a rectangular open tube with extended flanges for spot welding to 
chrome-nickel steel band material. The rectangular open tube is 0.019 inch by 
0.030 inch inside diameter and 0.115 inch long. The open tube is made of chrome- 
nickel spring steel 0.006 inch thick, making the entire labiolingual thickness of 
this attachment 0.031 inch exclusive of band material. 

Fig. 2 is a rectangular sliding sleeve 0.011 inch by 0.022 inch inside diameter 
with 0.004 inch wall, making the outside dimensions equal to the inside dimen- 
sions of the open tube. 
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Fig. 3 is a section of 0.010 inch twin wires. 
Fig. 4 illustrates the two 0.010 inch wires inserted into the rectangular slid- 
ing sleeve, and the sliding sleeve partially inserted into the rectangular open 
tube. 

Fig. 5 shows the complete assembly. 

The modus operandi of the improved design of the sliding sleeve attachment 
is the same as described in the original article.’ 

After the first end tube has been placed on the twin wires, a coil spring of 
predetermined length is placed on the wires at the mesial end of the first end 
tube as described in the technique for the Johnson twin wire appliance. The 
desired number of rectangular sliding sleeves are then placed on the twin wires 
followed by another desired length of coil springs. Should it be anticipated 
that additional lengths of coil spring may be needed, two or more additional 
rectangular sliding sleeves are placed in their stead before placing the last piece 
of coil spring and the end tube for the opposite side. These additional sliding 
sleeves will act as free members like additional shorter lengths of coil spring, 
being placed against the mesial end of a coil spring when progressive movements 
are desired. In such instances, one or more of the free-acting sliding sleeves 
become functional locks in the open tubes. The arch wire is then completed by 
crimping the distal ends and drawing the twin wire mid section to the desired 
length. 

The advantages of the improved design of the sliding sleeve attachment are: 
(1) less bulky—as mentioned, this attachment has a labiolingual thickness of 
0.031 inch which is approximately 30 to 40 per cent less than other locking at- 
tachments for the twin wire appliance; (2) more available—the locks are always 
at hand on the twin wires for ready insertion; (3) more accurate—precise fit of 
the two 0.010 inch wires in the 0.011 inch by 0.022 inch rectangular sleeve leaves 


a 0.001 inch clearance in both dimensions. 
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Erratum 


In the article by A. S. Bumgardner which appeared in the March issue of the JOURNAL, 
the following footnote should have been included: 

Presented at the meeting of the Southern Society of Orthodontists, New Orleans, La., 
Oct. 30, 31, and Nov. 1, 1949. 
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The Northeastern Society of Orthodontists 


HE Northeastern Society of Orthodontists met in the Grand Ballroom of the 

Copley Plaza Hotel, Boston, Massachusetts, on March 6 and 7, 1950. This 
was the third meeting held outside of New York City since the Society was 
founded in 1923, the first having been in Boston in 1928 when the late Dr. 
Frank A. Delabarre was president, and the second in Atlantie City in 1947 
when Dr. John W. Ross was president. 

The Northeastern Society of Orthodontists holds two meetings a year, each 
of two days in duration. The first, known as the Fall Meeting, is held in No- 
vember. The second meeting, held in March, is known as the Annual Meeting, 
when the President’s address is presented, all annual business transacted, and 
the new officers installed. Recently a new plan has been evolved, i.e., in the 
future to hold the Fall Meeting outside of New York City, the location to be 
the President’s choice, and the Annual Meeting in New York City. 

At the Fall Meeting in November, 1949, one of the guest essayists, Dr. 
Charles H. Tweed, of Tueson, Arizona, presented his philosophy of diagnosis 
and the trend toward the preventive advantages of early treatment. At the 
Annual Meeting the guest essayists were Dr. Joseph E. Johnson, of Louisville, 
Kentucky, Dr. John R. Thompson, of Chieago, Illinois, Dr. Arne Bjork, of 
Vasteras, Sweden, and Dr. Poul 0. Pedersen, of Copenhagen, Denmark. 

The meeting was formally opened Monday morning by President Robert 
H. W. Strang. The first presentation was by Dr. Edward I. Silver, of Boston, 
on ‘‘Ankylosed Teeth.’’ Dr. Silver showed many illustrations of the complica- 
tions arising from ankylosed or submerged deciduous molars and their successful 
treatment. Most striking was the alternate treatment and observation of a com- 
plicated case over a period of eighteen years, involving both oral surgery and 
orthodontics, which was brought to a perfect result. 

This was followed by a paper by Dr. Joseph E. Johnson entitled, ** A Series 
of Cases Showing the Growth and Development After Normal Occlusion Has 
Been Established.’’ Dr. Johnson showed a large number of illustrated cases of 
dentofacial conditions which he had treated in the mixed dentitions between the 
ages of eight and nine years. He then followed all of these cases with frequent 
photographie facial studies showing the continued growth and developmental 
changes over periods of ten and twelve years, until his patients had achieved 
young adulthood with perfect facial types. Withal Dr. Johnson’s presentation 
was most convincing and conclusive as to the preventive and corrective benefits 
of skillfully applied early treatment. 

The next paper, presented by Dr. Arne Bjork, was entitled, ‘‘The Nature 
of Facial Prognathism and Its Relation to Normal Occlusion of the Teeth.’’ Dr. 
Bjork presented the results of an exhaustive study of ‘‘facial prognathism’’ as 
analyzed from cephalometric x-rays of 600 Swedes and 400 primitive South 
African tribal natives. The summary of his work revealed many implications 
which have a significant bearing on the trends of present-day orthodontic diag- 
nosis, involving both normal patterns and extraction. 
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The morning program was followed by a luncheon which was attended by 
His Excellency, Honorable Paul A. Dever, Governor of Massachusetts. In the 
role of both host and guest he most affably and genially provided the atmosphere 
of gracious welcome which made all the visitors feel at home. In his friendly 
address the Governor evinced a very deep and sincere interest in all matters of 
publie health both by Federal and State agencies, particularly throughout New 
England. He stated that the health problem was one of the most serious and 
outstanding ones in the Commonwealth of Massachusetts. He also explained 
that in preventive, corrective, and rehabilitative measures a large percentage 
of the State income is expended, and that the necessity for further health pro- 
tective measures is one of the most important problems in state government. 

The Governor was followed by Dr. Robert H. W. Strang who delivered the 
President’s address. His words emanated from a deep knowledge of past and 
present conditions in orthodontics and a clear insight into the inevitable trends 
which future progress in a changing world will provide. His recommendations 
to the American Association of Orthodontists and the Northeastern Society of 
Orthodontists were later reviewed and officially adopted. 

These two able addresses provided a serious but most constructive program 
of conditions which must be faced squarely in the future. 

The afternoon program was opened with a paper by Dr. Helmut A. Zander 
of Boston, entitled, ‘*Orthodonties and Pedodontists, Collaboration and Compe- 
tition.’’ He reviewed the problems of growth and development and the neces- 
sity for coordination between the orthodontist and pedodontist most vital to the 
child. 

The next paper was ‘‘Cephalometric Radiographic Analysis of Dentofacial 
Disharmony and Malocclusion of the Teeth,’’ by Dr. John R. Thompson, of 
Chicago, Illinois. This paper described a practical cephalometric radiographic 
technique as applied to the analysis of a variety of cases. 

A business session followed during which the clinies were open to guests 
only. After the business session the clinics were continued for members only. 
The clinicians were Drs. John J. Dolee, Leigh C. Fairbank, Clare K. Madden, 
John Murray, and Eldridge P, Smith. 

The program opened on Tuesday morning with a case report by Dr. Walter 
J. Sly of Boston. He presented an interesting case of an impacted upper cuspid 
and cogenitally missing lateral incisor, with the description of the technique 
he used in treatment, which was a combination of several methods in use. 

There followed a paper by Dr. Herbert I. Margolis, of Boston, entitled, 
‘‘Some Criteria for Extraction in Clinical Orthodonties.’’ This paper was 
divided into three principal captions: (a) Physiologie Age of the Patient When 
Tooth Removal Is Indicated; (b) Selection of Teeth to Be Removed; (¢) Prin- 
ciples of Anchorage and Mechanotherapy. 

Dr. John R. Thompson presented his second paper entitled: ‘‘ A Considera- 
tion of Malocelusion of the Teeth From the Viewpoint of Function of the Mas- 
tieating Mechanism.’’ This paper covered a study of the anatomy, growth, and 
function of the masticating mechanism, also a very fine study of the dynamic 
concept of occlusion as opposed to the static concept of same. Numerous case 
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histories and treated cases were presented to demonstrate the contrast between 
the principles discussed. 

After a set luncheon a paper was presented at 2:00 p.m. by Dr. Paul O. 
Pedersen, of Copenhagen, Denmark. The title was, ‘‘Dental Caries and Mal- 
occlusion in the Greenland Eskimo: Results of Three Expeditions to East and 
West Greenland.’’ The discussion was based on studies of 2,500 natives and 
525 skulls. Dr. Pedersen’s work, as well as the research by other Danish dentists 
in the Arctic, was most comprehensively presented with slides and motion 
pictures. 

At 3:00 p.m. the Society went into the final executive session during which 
a second group of clinics was opened to the guests. The clinicians were Drs. 
Paul L. Cleaves, Albert F. MacDougal, Milton J. Meyers, William J. Speers, 
Orthodontic Department, Harvard School of Dental Medicine, and Alumni, De- 
partment of Postgraduate Orthodontics, Tufts College Dental School. 

At the business session final committee reports were made, followed by the 
election of officers and new members. Dr. Strang again expressed his gratitude 
to the officers and committeemen who had worked so diligently to provide such 
outstanding programs and to have made his administration one of distinct success 
by covering all the branches of modern progress. The gavel was then presented 
to the incoming president, Richard A. Lowy, who announced the following of- 
ficers and committees for the ensuing year: 


President 
President-Elect 
Vice-President 
Editor 

Sectional Editor 
Director 

Alternate 
Secretary-Treasurer 
Board of Censors 


Exeeutive Committee 


Advisory Committee 


Richard A. Lowy 

Paul Hoffman 

Paul Geoffrion 

J. A. Salzmann 

Jos. D. Eby 

George S. Callaway 
Clifford G. Glaser 

Osear Jacobson 

John W. Ross, Chairman 
Norman L. Hillyer 

Robert H. W. Strang 
Walter R. Bedell, Chairman 
William R. Joule 

Eugene J. Kelly 

B. Edwin Erikson 

Z. Bernard Lloyd 

Ralph Waldron, Chairman 
Philip E. Adams 

John V. Mershon 


The meeting was adjourned with the announcement that the Fall Meeting 
would be held in the Shoreham Hotel, Washington, D. C., in November. 


J.D.E. 
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Frances P. Bolton 
Honored 


a” EDITORIAL appeared in the JouRNAL some years ago that attempted to 

reflect some of the debt of gratitude that orthodontists feel toward the 
Bolton Study. 

In 1925, Dr. B. Holly Broadbent, of Cleveland, Ohio, perfected the cephalom- 
eter which made possible a standard-sized x-ray study of the child’s face from 
birth on through to early adult life. This necessitated a mass study of normal 
face growth for the purpose of arriving at conclusions as to exactly what hap- 
pens when the face and head grow and enlarge. 

At about the time that this study was started, in 1929, the Honorable 
Frances P. Bolton and her son Charles had an active interest in medical research. 
They became interested in the study of the normal subject and the Bolton Fund 
was set up and put into operation with Dr. Broadbent as its director. 

Month by month thousands of children’s faces were x-rayed and these pic- 
tures were superimposed one upon the other until an accurate growth pattern 
was established for the normal expectance of child growth. 

These studies were coordinated with the Brush Foundation findings under 
the direction of the late T. Wingate Todd, which were concerned with the skeletal 
development and the mental expansion of the child. 

The Bolton Study quickly revealed that so-called landmark methods of 
measuring the head and face were of little scientific value for the reason that ear 
holes used as fixed points for determining distances from fixed points are not 
fixed at all but grow downward and forward. These were therefore rendered in- 
effective as guides for continued study of the subject. The superimposed x-ray 
method was adopted as the only accurate means of determining face growth, and 
this was brought out largely by the Bolton Study. 

Probably of more important interest is the fact that was established that the 
face quickly reflects the health of the growing child and that practically all of the 
so-called diseases of childhood influence the growth patterns of the head and face. 
That is very important to the orthodontist in his appraisal of expectance of treat- 
ment. 

It has been shown that crowding of the anterior teeth in some eases is not 
abnormal, that the teeth have only assumed a temporary position in the growth 
of the jaws. So important has this study become that orthodontists in many in- 
stances have adopted its findings and its principles as standard procedure, and 
they have become more growth conscious than before the Bolton Study. 

Assisting Dr. Broadbent in this research, which produced between forty and 
fifty thousand plaster casts of children’s teeth and an equal number of x-rays, 
have been Dr. Harold G. Sheakley (died in 1929), and Dr. John W. Richardson 
(died in 1931). 

Many have been heard to ask, ‘‘ Why is this work so important to orthodon- 
ties?’’ The quick answer no doubt would be, ** Because it has diverted orthodon- 
tic thinking from the mechanies of orthodontic appliances to the development co- 
ordination of the teeth and jaws with the entire head and face. 
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The Bolton Study has contributed much in a practical way to orthodontic 
treatment. 

This material was digested from an editorial which appeared in the JOURNAL 
some years ago and is appropriate now because it brings out the Bolton Study 
in relation to orthodonties. 

At the recent child health day meeting of the Cleveland Dental Society, 
Honorable Frances P. Bolton was awarded an honorary membership in that so- 
ciety in recognition of personal devotion to education and research in the field of 
health. 

The original grant established by the Bolton Fund at Western Reserve Uni- 
versity amounted to $35,000 and covered the first five-year period, 1929 to 1934, 
which provided $5,000 for equipment and $6,000 per year for five-year investiga- 
tion. From 1934 to date, the annual budget has increased steadily due to increase 
in operating cost and widening the scope of the investigation, so that to date the 
Boltons have provided approximately $250,000. 

These funds made possible a collection of serial cephalometric roentgeno- 
grams of the face and plaster casts of the mouths of more than 7,500 children. 
Many of these longitudinal records cover the entire time of developing dentition 
and the face, through the eruption of the third molars. 

It is quite obvious that it would not be practical to evaluate two decades of 
this exacting and exhaustive research. It would require detailed study of tens 
of thousands of plaster models and x-rays, together with a correlation of the 
Brush Foundation records compiled by the late Dr. T. Wingate Todd. 

Mrs. Bolton encouraged many other institutions to conduct similar researches 
by providing Bolton cephalometers to the following: University of Illinois, Uni- 
versity of California, Northwestern University, Harvard Forsythe Dental Clinic 
and Harvard Dental School, the Tom Spies Clinie at Hillman Hospital of Bir- 
mingham, Alabama, and the Western Reserve University. 

Today the Bolton cephalometric technique is taught in all graduate and un- 
dergraduate courses in orthodonties and present-day teaching of developmental 
growth of the face in undergraduate instruction is based largely on findings and 
publications of the Bolton Study. 

This internationally recognized research was made possible through the gen- 
erosity of a lay person exercising an inherent desire to promote better health and 
better dentistry. 

In order to recognize officially and record permanently this pioneering and 
invaluable contribution in the field of dentistry, the Cleveland Dental Society 
presented an honorary membership in the Society to the Honorable Frances 
Payne Bolton at the Luncheon Meeting of Children’s Dental Health Day on Feb. 
5, 1950. 

Mrs. Bolton’s response follows herewith, and it will be of great interest to 
orthodontists throughout the world. 

Dr. Alexander, Dr. Svetlik, Members of the Cleveland Dental Society, and 
Guests : 

It is always difficult to express one’s appreciation of such invitations as yours 
to join with you to celebrate another milestone in the evolution of your eminent 
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Society. You have done me such a signal honor, gentlemen, that it is even more 
difficult to find words in which to describe to you my feelings today. 

May I say quite simply that I aecept the Honorary Membership you have 
so graciously extended me with a deep sense of privilege, realizing that it marks 
a very great departure for your Society. I do so with the hope that it may fur- 
ther the close relationship between your splendid membership and the thousends 
of laymen that you serve. 

I shall always consider myself deeply fortunate to have been chosen as a 
symbol, a key, perhaps, to the door of closer association between you who are 
professionals in an important health field and those of the laity who, through 
close contact with individuals among you, have been privileged to hold up your 
hands, sharing some of your vision, participating in some of your dreams. 

It is about a quarter of a century since Dr. John MacLachlan, a brilliant 
young physician with healing for others in every fibre of his being, though not, 
alas, for himself, advised me to take my children to Dr. B. Holly Broadbent, now 
the eminent scientist, the Professor of Dentofacial Morphology at Western Re- 
serve University. ‘‘He has rather radical ideas,’’ said the doctor, ‘‘but you can 
trust him.’’ 

I did not know then that the trust my boys instinctively felt in him, which 
I shared, would become perhaps the most dramatic factor in giving back to the 
eldest of the three interest in living, in doing, when, after a serious diving ac- 
cident and a consequent severe paralysis, he had to find his way out of a great 
darkness. 

Mechanically inclined, Charles had found Dr. Broadbent’s careful watch- 
fulness during the long months in a hospital, when the traction necessary to pull 
the spine back into place threatened to undo the longer years of work on the 
growth and development of his face, something different, something, perhaps, to 
hold on to. 

You can perhaps imagine my joy to find, upon our return to Cleveland when 
the darkness seemed almost impenetrable, that the quiet man who had watched 
over this phase of Charley’s recovery saw the deeper need of the boy’s soul and 
set himself to the task of rekindling the flame of desire in his heart. 

Can you wonder, Friends, that I became interested? Do you wonder that 
when there were needs I was ready to fill them? For Charles was enticed to the 
basement of the Western Reserve University Medical School week after week— 
not just to watch, but to work, to take up life again, awkwardly, slowly, but de- 
finitely. Thanks to Dr. Broadbent’s ingenuity, movie cameras were usable even 
by awkward hands, and a film, the first of its kind, gave the world an exciting 
story: the adventure of human teeth. This crude little film has long since taken 
its place in the historical archives of the Bolton Fund, but it spelled life for a lad 
who had to find a way out of a great darknees. Thanks to the understanding and 
vision of his friend, his feet found their way to the first rungs of the ladder of 
hope. 

You can understand that there could be no question of my interest in the 
work that had been undertaken singlehanded by the quiet young pupil of Dr. 
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I tell you this intimate story, Friends, because it illustrates so vividly the 
human factor in all contacts between the laity and the professional groups and 
the possibilities that can come out of an understanding that is based upon the 
deep inner needs of human beings. I do not suggest so extreme a path as that 
which this son of mine was faced with who continues to surmount every diffi- 
culty, proving that life itself is a creative force whose powers of recreation are 
not yet well enough understood. But I do suggest that mutual need, mutual un- 
derstanding, and mutual desire have a power of accomplishment as yet unmeas- 
ured. 

It is not to be wondered at, is it, that as the work progressed I too fell victim 
to its intriguing and far-reaching possibilities. 

We have had the picture of its progress given us—so I shall not repeat, lest 
I weary you and exhaust my time. But I must pay my own tribute to such men 
as T. Wingate Todd who shared our enthusiasms and gave us access to the young- 
sters and the studies of the Brush Foundation, as well as to his own helpful ad- 
vice and counsel down the years. I must express my own appreciation of the 
helpful attitude of those in authority in the University who made space available 
to the Bolton Research. Especially do I want to say just a word about those who 
have been part and parcel of the work that has gone forward for this quarter cen- 
tury as technicians, as artists, as students. It is not easy work for it must be 
done with meticulous perfection, the perfection that stems from an inner urge 
‘rather than from a superficial knowledge, or a personal ambition. 

This research that has established the Bolton Point, that has begun to clarify 
the understanding of the marvels of the laws governing growth and development 
of the face and head, that is constantly opening up new vistas not only to the 
dental profession but also to medicine and psychiatry, and all the new angles of 
understanding of the wonders of this Temple in which we dwell, who are bits of 
star dust and tiny particles of the Essence of the Infinite, owes its being not to me, 
but to the quiet man whose inner urge has kept him at a difficult task, whose 
scientific methods have attracted to him young men and women without whom he 
would have had the need of even greater patience than is his. The Bolton Re- 
search owes its life to the rare spirit of a true scientist, a man of unquestioned 
integrity, of undaunted courage, of untiring zeal. 

He would be the first to deny this, to give the credit to others, for his is 
the humble heart of a true seeker after truth for the benefit of man. 

Small wonder that the tiny Board had no difficulty in filling Dr. Todd’s 
place when he laid his burdens down! In Dr. Hoerr the Bolton Fund has a strong 
right arm, a keen brain, and a spirit which soars out beyond Today to the far 
horizons of Tomorrow’s Dawn. 

Again do I thank you for the privilege of sharing with you this Children’s 
Dental Health Day. I am always proud of Cleveland’s leadership in social better- 
ment. There is a spirit in this great city, indeed in this whole area, that reaches 
out to make possible to an ever-increasing number of people here and everywhere 
opportunities of health and happiness. 

It must be a deep satisfaction to this membership to have been able to play 
so vivid a part in bringing to the other professions, as well as to the laity, more 
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understanding of the vital factor played by dental health in the fundamental 
health processes of human living. I congratulate you upon your accomplish- 
ments even as I urge you to consider them but challenges to further seeking after 
truth, which in various ways will give to the children of the future stronger 
bodies, and so clearer minds. That future will demand of all of us and of all of 
those who are today’s children every ounce of their strength, their courage, and 


their wisdom. 
So I say to you on this memorable occasion we of the laity look to you to hew 


new paths into the unknown tomorrows with the quiet patience, the indomitable 
courage, and the white vision of science, never forgetting that only as there is in- 
creasing understanding by one man of another, one group of another, one nation 
of another can the people of the world find peace. 


f 
| 
4 


In Memoriam 


HAROLD C. BEAL 
1901-1950 


AROLD C. BEAL died suddenly in Butte, Montana, on Thursday morning, 

Feb. 23, 1950, at the age of 49. 

Dr. Beal was born in Anaconda, Montana, where he attended the Anaconda 
High School and later attended dental sehool at Denver University, Denver, 
Colorado. 

His graduate work in orthodontics was at the University of Southern 
California. 

In both his high school and college days he was an outstanding athlete. He 
participated in football, basketball, and track, and, for a time after his gradua- 
tion, he served as a coach for Denver University. 

He was a member of the American Dental Association and its components 
and the American Association of Orthodontists and its components. 

Dr. Beal leaves a widow, three children, and countless friends who were 
shocked at his sudden ealling. 


WILLIAM AUGUSTUS CLARKE, SR. 
1892-1950 


ILLIAM AUGUSTUS CLARKE, SR., born Oct. 11, 1892, at Jefferson, 
Georgia, was the son of Alice Hunter Clarke and W. A. Clarke. 

He was reared in Athens, Georgia, and attended the Southern Dental College 
in Atlanta, graduating in 1915. Returning to Athens, he practiced dentistry 
there until he entered the United States Army and was stationed at Camp Han- 
cock, in Augusta, Georgia, as a first lieutenant. After his discharge he returned 
to the practice of dentistry at Athens. 

In 1925 he did postgraduate work in orthodontics at the University of 
Pennsylvania, and opened his office for the practice of orthodontics in Atlanta in 
1926. 

Dr. Clarke was the only southern member of the Serod Club of Massa- 
chusetts, a group engaged in research work which met at the invitation of Dr. 
A. LeRoy Johnson. 

He was a member of the Southern Society of Orthodontists, the American 
Association of Orthodontists, the Northern District Dental Society, the Fifth 
District Dental Society, the Georgia Dental Association, and the American Den- 
tal Association. He was past-president of the Southern Society of Orthodontists 
and the Fifth District Dental Society. 

He was a member of Pi Kappa Alpha social fraternity and Psi Omega den- 
tal fraternity. He was also a member of the Military Order of World Wars, a 
member of the Masonic Lodge in Athens and Yaraab Temple, Shrine, Atlanta. 

He is survived by his wife, Harriet Parker Clarke, and one son, W. A. 
Clarke, Jr. 

386 


= 
& 
2 
< 
= 
~ 
e 
¥ 
. 
=| 
> 

‘ 

‘ 
> 


IN MEMORIAM 


THOMAS THOMPSON MOORE, JR. 
1880-1949 


HOMAS THOMPSON MOORE, Jr., beloved Columbia orthodontist, died 

May 20, after an illness of several months. Dr. Moore was the son of 
Dr. Thomas T. and Mary Sawyer Moore and was born in Columbia, March 8, 
1880. It was in his father’s office that the South Carolina State Dental As- 
sociation was founded in 1869. Coming from a father who was so deeply 
interested in the profession of dentistry, there is little wonder why young Tom 
enrolled in the School of Dentistry, University of Pennsylvania, graduating 
in 1901. 

Soon after taking his degree in dentistry Dr. Tom began general practice 
with his father and remained with him until 1919 when he took a course in 
orthodontics at the Dewey School of Orthodontics, New York. He then limited 
his practice and was one of the leading orthodontists of the State until his 
forced retirement, due to illness, a few months ago. 

Dr. Moore, Jr., was president of the State Association in 1908, the meeting 
being held at Columbia. He was possibly the youngest dentist ever to become 
president, and like his distinguished father he was an ardent worker for the 
Association. The men of the profession today are deeply indebted to this father 
and son for the advancements we have achieved and the high standards of 
practice we enjoy today. His ethics were of the highest, his professional conduct 
beyond question, his ability superb. 

He was one of the founders of the Southern Society of Orthodontists, and 
a member of the American Association of Orthodontists. He was the first 
dentist in South Carolina to limit his practice exclusively to orthodonties. 
Although it has been over thirty years since he practiced general dentistry, we 
still see various types of restorations of his that stand as a monument to his 
skill. 

Services were conducted at Trinity Episcopal Church, of which he was a 
member, and he was laid to rest in the churchyard. 

The elements so commingled in his noble life that Nature might stand up 


and say to all the world, ‘‘This was a man! 
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Department of Orthodontic Abstracts and Reviews 


Edited by 
Dr. J. A. SALZMANN, New York CITy 
All communications concerning further information about abstracted material and the accept- 


ance of articles or books for consideration in this department should be addressed to Dr. J. A. 
Salzmann, 654 Madison Avenue, New York City 


Congenital Malformations After Exposure to Measles in Early Pregnancy: Ly 
Hagstrémer, Acta paediat. 35: 189-280, 1948. 


Hagstrémer presents the histories of 2 infants with congenital malforma- 
tion. One had a harelip and partial cleft palate and the other had cleavage of 
the back palate, a rudimentary right ear placed a good distance forward on the 
cheek, and a notably small chin. Both families had been free from such de- 
fects, but a brother of the first infant had had measles during the second 
month of the mother’s pregnancy that resulted in the birth of the defective 
child. In the case of the second infant, 2 cases of measles had occurred in 
the family while the mother was in the second month of pregnancy. In both 
cases the pregnant women had remained free from measles, having had attacks 
during their childhood. Whether or not a causal relationship existed between 
the siblings’ measles and the malformations described cannot be definitely 
decided. 


Prenatal Maternal Factors in Mongolism: By Clemens E. Benda, M.D., 
J. A. M. A. 189: 979-985, April, 1949. 


In the etiology of Mongolism, two problems must be distinct: (1) the 
causes leading to the abnormal development of the embryo and (2) the ab- 
normal factors operating in the embryo to produce the characteristic growth 
disorder. The present study deals only with the former problem, the prenatal 
maternal condition. Since Mongolism is present at birth and the characteristic 
anomalies date back to early stages of fetal development, the causative factors 
are either of a genetic nature or environmental factors operating in the 
mother during gestation. 

In 1939, Benda, Dayton, and Prouty presented a study of 250 pregnancies 
each resulting in the birth of a Mongoloid child. An analysis of the material 
produced evidence that Mongolism is not due to genetic factors. The material 
indicated also that neither a germ mutation nor a primary inferiority of 
the ova was an acceptable explanation. These conclusions were based on the 
following facts: 

1. The frequency of occurrence of a Mongoloid child increases in propor- 
tion to advanced age of the mother. While one Mongoloid child may be ex- 
pected among 8,000 births if the mother is between 20 and 24 years of age, the 
incidence increases to 12.5 per cent if the mother’s age is between 45 and 47 
years. 

2. A study of the birth order of Mongoloid children shows that in large- 
sized families the Mongoloid child is found near the end of the line of siblings. 
A Mongoloid child was never born at the beginning of a sequence of six to 
fifteen children, while other congenital defects oceur at any place in the birth 
order. 

3. As Macklin and Snyder stated: ‘‘... when the sibship consists of five 
or less, a random group of families will have a majority showing only one 
affected offspring. It is not until the sibship size increases to six that one 
would expect more instances of two or more children affected than of one 
affeeted.’’ 
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4. The observations of twins of whom both or one is a Mongoloid are not 
conclusive. 

5. The theory that Mongolism develops from the fertilization of an ab- 
normal ‘‘overaged’’ ovum cannot be entirely excluded by present methods. 
The material seems, however, to indicate that extrinsic factors, operating 
at a later date, seem of more importance. 

The conclusion was offered that the common denominator for all condi- 
tions under which Mongolism develops is a ‘‘threshold condition of hormonal 
sterility.’’ 

Since Gregg and a number of other scholars (Wesselhoeft) published their 
observations on the importance of virus diseases in the production of con- 
genital malformations, the general interest in problems of prenatal health and 
hygiene has greatly increased. Of all abnormal prenatal conditions, Mon- 
golism takes the largest toll among the normal population; about 3 children 
in every 1,000 births in a general lying-in hospital are affected with Mon- 
golism. While the importance of prenatal factors for the health of the new- 
born is increasingly recognized, many pediatricians and obstetricians show a 
respectful skepticism toward the data so far presented and seem to feel that 
the material is not yet conclusive. 

The 50 new ease histories which are presented are the result of fifty-four 
interviews. Four instances in relatively young women were excluded because 
no explanation could be found. In the previous studies, about 10 per cent of 
the cases could not be explained. The remaining 50 cases were divided into 
four groups according to age. 


EVALUATION 


Mongolism is not a malformation or ‘‘monstrosity’’ but a deceleration 
of normal growth during the fetal period from about the sixth to the fourteenth 
week. At the time of most intensive fetal growth, some factors seem to slow 
down the growth rate, with the result that certain developments which usually 
take place in a matter of days are not properly completed. Failure to complete 
certain basic developments in fetal life cannot be fully corrected in a later 
period. In Mongolism a temporary retardation or deceleration of growth oc- 
eurs which makes the Mongoloid newborn infant a physiologically ‘‘immature,”’ 
finished’’ baby. 

In studying the factors leading to such decelerated growth, there cannot 
be one uniform ‘‘cause’’ because the constellation of factors differs in various 
age groups. 

In the age group of 40 to 52 years, 53.9 per cent of the women were actually 
in the menopause and pregnancy occurred against expectation. Pregnancy 
was frequently not recognized until about five months had passed. The fact 
that these women were beyond the childbearing period is further emphasized 
by the long interval between previous pregnancies and the last one. With 
the exception of 2 women with an interval of two and three years, respec- 
tively, all intervals ranged from four to sixteen years ; 9 women, or 69 per cent, 
had an interval of seven years or more. 

If Mongolism is considered due, not to a single cause, but to a coustella- 
tion of abnormal factors, it must be realized that in each case there is a con- 
currence of several symptoms of varying significance. Aging of the female 
organism leads eventually to cessation of the menstrual cycle, to involution 
of the ovary and of the uterine mucosa, and to a general loss of adaptability. 

Many physicians consider Mongolism as something outside the realm of 
possibilities which could not occur in their families or in those of their 
friends. It must be emphasized that any normal mother is potentially the 
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mother of a Mongoloid baby if she is approaching menopause or carries her 
child under certain adverse conditions. A glance at the group of mothers who 
had a Mongoloid child after the age of 41 shows that they were average to 
superior citizens who constituted a healthy portion of the population. The 
13 mothers had previously given birth to forty-three living children. Eight 
of them, or 61.5 per cent, had two or more children. The siblings of the 
Mongoloid children were all normal. Many were honor students in schools 
or universities, successful soldiers, or married women. 

If the assumption is correct that a Mongoloid child can be the result of 
any pregnancy in which there is an abnormal biologie response to im- 
pregnation, brougnt about by the physiologic aging of the maternal organism 
beyond the age of 41, then one may look for factors with a similar effect in 
those women who have a Mongoloid child in their thirties or twenties. 

The most outstanding symptom in the age group of 31 to 40 is the slow 
fertilization time. In the majority of cases the information was given that 
the mother had wanted a child, but in spite of her desire no pregnancy 
occurred. In the maternal age group between 31 and 40, 17 of 21 women, 
or 81 per cent, had a waiting time of three years or more, and 13, or 62 per 
cent, waited from five to twelve years for the birth of a child who was fre- 
quently the first or second one. In 10 cases, or 48 per cent of this group, the 
Mongoloid was the first child after such a waiting period. The ‘‘inability 
to become pregnant’’ is of great clinical significance; it indicates either lack 
of fertility or inability to maintain a pregnancy. In this connection the 
histories of previous abortions (15.7 per cent), bleedings during pregnancy 
(48.8 per cent), and menstrual irregularities in preceding years (47.6 per 
cent) are of increased importance. Bleedings during pregnancy occurred in 
almost half of the cases. These bleedings appeared in two ways. A number 
of mothers reported that they had continued to menstruate during two or three 
months of pregnancy and that they had, therefore, not been sure they were 
pregnant. Some skipped one menstruation and menstruated again at the 
end of the second and third months. 

In mapping out the distributions of Mongoloid births and of instances of 
death due to diseases of the thyroid gland, Myers determined the geographic 
areas of the province of Ontario, Canada, with highest thyroid rates: the 
proportion of cases of Mongoloid children born in the area of highest ‘‘ thyroid 
rates’’ was ‘‘43.1 per cent ... as compared with 24.6 per cent for the control 
group.’’ Myers not only considered this a significant statistical difference 
but also expressed the view that the same factor may explain the greatly re- 
duced fertility of the mother giving birth to a Mongoloid child. According to 
Hoskins, the thyroid ranks second only to the pituitary as a cause of in- 
voluntary sterility in human beings. These observations may possibly serve 
to explain the multiple incidence of Mongolism in some families. 

Proceeding to a discussion of the group of mothers who had a Mongoloid 
child in their twenties, one finds the same constellation which was observed 
in the age group above 31. The incidence of thyroid disorders was 38 per 
cent. Difficulties in becoming pregnant were seen in 46 per cent. Bleedings 
during pregnancy occurred in 38.5 per cent, and an irregular menstrual his- 
tory was given in 23.1 per cent. The incidence of previous abortions (38.2 per 
cent) with 2 instances of two abortions each is also significantly high. While 
the long waiting time in this group is less conspicuous, because of the youth- 
fulness of the women, the constellation of factors is identical and bears out 
the importance of an early recognition and treatment of this condition. 

After the publication of two previous studies examining 250 and 75 eases, 
respectively, the present investigation covers a series of 64 new eases. Six 
cases were discarded as ‘‘without explanation.’’ In 8 to 10 per cent satis- 
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factory data could not be obtained, either because information was withheld 
or because only a thorough physical examination and clinical study could 
produce the necessary facts. Fifty cases were divided into four groups ae- 
cording to age. 

In the first age group, the mother was within or near the menopause. In 
69 per cent she had not given birth to a child for a long time (seven to sixteen 
years). Uterine and ovarian dysfunction and previous abortion indicate an 
impaired generative faculty which developed in a previously healthy woman 
who, in the majority of cases, had given birth to normal children previously. 

Mongolism is not a ‘‘monstrosity,’’ but the result of a deceleration of the 
developmental rate during certain weeks of the gestation period (end of 
organogenetic period, from the sixth to the fourteenth week). The result of 
such interference with the developmental rate is an immature, ‘‘ill finished’’ 
child. 

Potentially, Mongolism can be the outcome of any pregnancy, if a con- 
stellation of factors occurs which produces a threshold condition of sterility. 

Since 45 per cent of the instances of Mongolism, however, occur in a 
maternal age group below 40 years of age who are well fitted for procreation, 
age alone cannot be the decisive factor. 

Analysis of 21 instances in a maternal age group of 31 to 40 and of 13 
instances in a maternal age group of 21 to 30 shows that certain constellations 
of factors may be expected to operate in all women who give birth to a 
Mongoloid child in their twenties and thirties. The most significant symptoms 
are: inability to become pregnant, impaired hormonal regulation, bleedings 
during pregnancy, menstrual irregularities, previous abortions, and uterine 
and ovarian anomalies. These symptoms are the result either of local condi- 
tions in ovary and uterus or of an endocrine inadequacy of the corpus luteum. 
Thyroid anomalies are so frequently seen that they are an important link in 
the chain of events. The common denominator is a threshold condition of 
sterility. 

Mongolism, occurring about 3 times in every thousand births, is a condi- 
tion which deserves more medical attention. As it is a ‘‘decelerating’’ growth 
deficiency in the prenatal period, still manifest in infaney, therapy has to con- 
centrate on factors which may increase the developmental rate of the newborn. 
Although no definite cure is available, effective experimental treatment aim- 
ing at an inerease of the growth rate (physical and mental) must start as 
early as possible. 

The main problem of Mongolism is its prevention. With increased knowl- 
edge of those prenatal factors operating during gestation and resulting in 
malformations or deficient growth rates, careful observations must be collected 
with regard to all cireumstances which may condition abnormal fetal growth. 
The present study offers new evidence that Mongolism is due to an abnormal 
maternal condition during the early part of gestation. It offers some clues 
as to the nature of the anomalies and postulates further investigations as to 
their specific mode of action. 

This paper was presented at the First International Congress on Mental Deficiency, 


Boston, May 18 to 22, 1948. 
Dr. Benda is director of research and clinical psychiatry, Walter E. Fernald School, 


Waverley, Mass., and instructor in neuropathology, Harvard Medical School, Boston. 
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News and Notes 


Central Section of the American Association of Orthodontists 


The 1950 meeting of the Central Section of the American Association of Orthodontists 
will be held at Cedar Rapids, Iowa, September 10, 11, and 12. 


Southern Society of Orthodontists 


The twenty-sixth annual meeting of the Southern Society of Orthodontists will be held 
at the Sherry Frontenac Hotel, Greater Miami, Florida, Nov. 15, 16, and 17, 1950. Exten- 
sive plans and preparations are being made for this meeting. It will be held under the 
direction of President E. C. Lunsford, of Miami. 


FRANK P. Bowyer, Secretary. 
Northeastern Society of Orthodontists 

The following is a list of officers of the Northeastern Society of Orthodontists elected 
at the recent meeting: 4 
President, Richard Lowy 302 Main Street, Chatham, New Jersey : 
President-Elect, Paul Hoffman 1835 Eye Street, N. W., Washington, D. C. ¢ 
. Vice-President, Paul Geoffrion 1538 Sherbrooke Street, West, Montreal, Canada x 
Editor, J. A. Salzmann 654 Madison Avenue, New York, New York f 
Sectional Editor, Joseph D. Eby 121 East 60th Street, New York, New York 
Director, George 8. Callaway 654 Madison Avenue, New York, New York p 
Alternate, Clifford G. Glaser 1255 Delaware Avenue, Buffalo, New York 


Secretary-Treasurer, Oscar Jacobson 35 West 8lst Street, New York, New York 


Board of Censors 


John W. Ross, Chairman 1520 Spruce Street, Philadelphia, Pa. 
Norman L, Hillyer Professional Building, Hempstead, New York 
Robert H. W. Strang 886 Main Street, Bridgeport, Connecticut 


Executive Committee 


Walter R. Bedell, Chairman 49 Market Street, Poughkeepsie, New York 
William R. Joule 549 High Street, Newark, New Jersey 

Eugene J. Kelly 455 West State Street, Trenton, New Jersey 

B. Edwin Erikson 3726 Connecticut Avenue, N. W., Washington, D. C. 


Z. Bernard Lloyd 2007 R Street, N. W., Washington, D. C. 


Advisory Committee 


Ralph Waldron, Chairman 549 High Street, Newark, New Jersey 
Philip E, Adams 106 Marlborough Street, Boston, Massachusetts 
- John V. Mershon 1520 Spruce Street, Philadelphia, Pennsylvania 
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NEWS AND NOTES 


The Pacific Coast Society of Orthodontists 


The Northern Section of the Pacific Coast Society of Orthodontists held its meeting in 
the Auditorium of the University of Washington Dental School at 9:00 a.M., Jan. 17, 1950. 
Alton Moore introduced Dr. Arne Bjork, who is visiting in our country from Sweden. With the 
exception of a brief business meeting, the entire day was given to Dr. Bjork. 

Essentially Dr. Bjork is an anthropologist, but also practices orthodontics in his native 


country. The morning session was devoted to the ‘*‘ Nature of Prognathism.’’ This discus- 
sion was based upon original research that he carried out on Swedish male population during 
the recent war; also the study of a Negro tribe which he conducted in South Africa during 
1948. Both of these studies were carried on by means of cephalometric x-rays. 

In the afternoon, Dr. Bjork discussed orthodontic treatment with the Andresen appli- 
ances and the method of constructing these applicances. He closed with an impromptu talk 
about South Africa which was illustrated by many beautiful color slides, 

The following members and* guests were in attendance: Drs, P. D. Lewis, Robert D. 
Butts, E. J. Fraser, D. C. McEwan, R. O. Gothenquest, Dick Cline, Lloyd Chapman, A, E. 
Stoller, Richard Reidel, Thurman Hice, G. A. Barker, H. J. Hammond, E. W. Tucker, David 
Hill, E. A. Bishop, James Keenan, A. W. Moore, M. R. Chipman, Gilmore, Kenneth Walley, 
Orwan, Percy Rumball, Takano, Ben Nickells, Kahan, Dick Philbrick, Empenger, Donner, A, 8. 
Maxon, George McCullough, William MeGovern, J. E. Richmond, and Harry Moore, 

The Central Section of the Pacific Coast Society of Orthodontists held its quarterly meet 
ing at the Alexander Hamilton Hotel, Tuesday, March 14, 1950. 

Members present were: V. V. Smith, Lyle D. Russell, Jack MeMath, Roy C, Cowden, 
Jack Loughridge, Kester Diment, Howard Jan, William Smith, Murray Ballard, Fred Epley, 
Howard Dunn, Geo. Lemon, Raymond E. Brownell, A. J. Corbett, James R. Seaman, Charles 
Biedinger, Harry 8. Thompson, Ernest Johnson, Ray Lussier, Leland Carter, William Walsh, 
Arnold Wieser, Charles Konigsberg, E. R. Schroeder, Carl Engstrom, R, L. Blake, and Carl 
Showalter, 

Guests present were: L. M. Cox, Peter Picard, Phil Konigsberg, Bill Ballard, Peter 
Ceremello, George Merchant, and Susan Locke, 

in the afternoon, Program Chairman Charles Koni Konigsberg presented William Elsasser 
who lectured and presented a clinic on ‘‘The Uses of the Kesling Positioner.’’ 

Chairman Lussier read a letter from P.S.C.O, President C. F. Stenson Dillon urging the 
formulation of a plan for the management and disposition of practices of deceased members. 

A motion was made by Ernest Johnson and seconded by A. J. Corbett that Stenson 
Dillon be authorized to formulate a plan and appoint a committee to make further study of 
the procedure, the plan to be presented to the membership for consideration and approval. 

Chairman Lussier then presented Program Chairman Konigsberg, who in turn intro- 
duced the evening speaker, Dr. Wesley G. Irons, Chairman Cytology Section, American In- 
stitute of Radiation. 

He gave a very interesting report on some of the work being done at the Institute at 
Belmont. 

He then presented a report on his work on cancer research and some very interesting 
microscopic slides accompanied his talk. 

Dr. Irons was graciously thanked by the Program Chairman and the meeting was 
adjourned at 10:15 P.M. 

The Southern Section of the Pacific Coast Society of Orthodontists held its meeting at 
the Rodger Young Auditorium, 935 West Washington Boulevard, Los Angeles, California, on 
Friday, March 10, 1950. 

The meeting was called to order at 3:45 p.m. by Harry Faulkner, Chairman, who pre 
sented Dr, Berneice Barkelew as Chairman of the Day. 

Dr. Barkelew, in turn, introduced Mr. James Robinson, Executive Secretary of the 
Southern California State Dental Association, Mr. Robinson proceeded to talk on the economic 
relationship of dentistry and the public and emphasized the following points: 

Although orthodontists are prone to keep to themselves, dentistry really comes first. 

Orthodontists should take more active parts in the meetings and activities of the dental 


societies. 
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Public relations of the Southern California State Dental Association have been emphasiz- 
ing dental health for children. 

All dental practices are built at the side of the chair depending on how we handle people 
and the values we build. We are the profession’s public relations men. 

The patients always want to know how it is going to look, how it is going to feel, its use- 
fulness, how long it is going to last, and its cost. Be prepared to give an exact fee. 

Orthodontists should have their own x-ray equipment in order to give the patient more 
timely and complete service. 

Orthodontics and pedodontia cannot be separated. Orthodontists should meet jointly 
with the pedodontists at least once a year. 

As their new horizon, orthodontists should organize offices better, increase auxiliary help 
in their laboratories, and do more and better for less money. 

Frederick A. Bricker read a paper on ‘‘ Adjusting Traumatic Occlusion’’ in which he 
stated: 
The orthodontist and periodontist have a great deal in common and formerly met to- 
gether. 

He believes in a psychological approach to healthy bodies, Today, health depends upon 
emotions whereas twenty-five years ago health depended upon what we ate. 

He believes thoroughly in preventive dentistry, In becoming a violonist, the hardest task 
is learning how to hold the bow; and in learning correct care of the teeth, the hardest task 
is developing skill in handling the brush. He stated that preventive dentistry is being retarded 
by lack of training to teach. The art of teaching and not preaching should be used to obtain 
cooperation from the patient. Try to strike the patient’s harmony cord. 

He believes that if we have a normal, healthy patient, the occlusion will wear and grind 
itself into a good balance. Our teeth do not wear and reduce trauma because of refined diet. 

He stated that because a loose tooth does not wear as much as a firm tooth, a dentist 
should have a patient come back once a year to grind the loose tooth. 

The subject of identification buttons to be worn by members at meetings was referred 
to the Executive Committee for further discussion. 

Sydney Cross was appointed by the Chairman to report on the activities of the national 
meeting to be held in Chicago in May, and to which nine members indicated intentions of going. 

Fred MeIntosh reported upon the Crippled Children’s Act. He was reappointed to 
serve on both the Crippled Children’s Committee and the Legislative Committee. Harvey 
Spears was appointed to serve with Fred on the latter committee. 

The following men were elected to membership: Forrest D, Moody, Townsend B. Paul, 
Robert D. Payne, and Melvin V. Saxman. 

The Secretary read a letter of appreciation from Mrs. Will Sheffer for the flowers sent 
at the time of the death of Will Sheffer. 

Dr. Barkelew introduced Dr. Francis M. Pottenger who spoke on ‘‘Some Factors in 
the Development of the Malar Prominence’’ and showed slides and x-rays. 

He has been working on the adrenal cortex for the last thirteen years and believes it 
to be an important factor in the growth and development of muscle, cartilage, and bone. 

If the mother has adequate steroids the child will develop a normal jaw. 

The bi-orbital width should be less than the bi-malar width. 

All age groups that were nursed showed more development of the malar prominence 
than those that were not. 

Body length should be the same from the top of the pelvis to the top of the head as 
from the top of the pelvis to the bottom of the feet. 


Excerpt From the Bulletin of the Pacific Coast Society of Orthodontists 
**THE AMERICAN ASSOCIATION OF ORTHODONTIA?’’ 


‘*No, our parent body has not changed its name but believe it or not, it was thns 
spelled in the program for the annual meeting of one of the component societies. 
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‘*For all general practitioners to use the newer term ‘orthodontics’—-not very new 
either—is a little too much to expect. But when orthodontists still use the outmoded and 
obsolete term ‘‘orthodontia,’ we believe ... or hope it is inadvertent. 

‘*Perhaps there is no more diligent crusader for correct scientific terminology than he 
of the A.A.O. Nomenclature Committee, our own James D, MeCloy who showed us the above 
mentioned program. Much credit indeed goes to Jim for he always gives much time and 
effort in a patient explanation of proper usage of the term. Here, in part, is his latest to 


the Secretary of the above society: 

‘The term orthodontia was originated by a Frenchman named Lafaulon in 1839, It 
was continued in the first dental dictionary which was written by Chapen A. Harris. It was 
a case where an error was perpetuated for we know that in the English Language since the 
15th century, language authorities have utilized the ending ics to denote a science, Thus 
we have: orthopedics, pediatrics, mathematics, orthodontics, ete. The suffix ology is also 
permissible, Thus we have: ophthalmology, proctology, physiology, biology, ete. The ending 
‘‘ia’’ may be correctly applied to remedies, geographical locations, flowers and diseases. Thus 


we have: morphia, Persia, gardenia and amnesia. I like this latter because it is indicative of 
the indifference of numerous members of our profession toward the all-important and funda- 


mental subject of nomenclature. 
‘Whoever makes up this program ought to bring themselves up to date for in using ‘‘ia 


as a suffix to denote a science, they’re about 5 centuries behind the times. 


Florida Orthodontic Study Group 


The Florida Orthodontic Study Group held its annual meeting at Tampa, Florida, March 
6, 7, and 8, 1950. 

Dr. Samuel J, Lewis of Kalamazoo, Michigan, presented the following program: 

The Application of the Tweed Philosophy to the Treatment of Malocclusion, 

The Kesling Set-up for Case Analysis and Treatment Planning. Dr. Lewis made a com- 
plete set-up of a case of malocclusion and gave the analysis of anchorage, treatment, and 


retention. 
Discussion of the Edgewise Arch Mechanism and Its Place in the Treatment of Maloceclu- 


sion, 
The Treatment of Class I and Class II Malocelusion on the Typodent. Dr, Lewis went 
through the treatment using the various arch wires, showing the movement of the teeth, 
Soldering Technique, Arch Bending, and Auxiliary Attachment for the steel arch wires. 
Discussion of Treatment When Dental Units Have to Be Removed. 
Treatment of an Extraction Case on the Typodent. 
The Use of the Head Gear in Gaining Anchorage and the Treatment of Certain Types 


of Maloeclusion, 


New Postgraduate Course in Orthodontics at Ohio State University 


The College of Dentistry, Ohio State University, recently announced the addition of a 


new postgraduate course in orthodontics. 
The course will consist of a fifteen-month full-time course for dental graduates. The 
first class will be admitted in October, 1950, and will complete their course in December, 1951. 


Attendance will be required during the summer quarter of 1951. 
The postgraduate students will receive instruction in clinical orthodontics, basie concepts 
of orthodontics, orthodontic techniques, anatomy of the head and neck, oral histology, and oral 


pathology. A certificate will be issued upon satisfactory completion of the course. 

The faculty includes Dr. E, G. Jones, Chairman, Dr. L. F. Edwards, Dr. J. R. Hull, 
Dr. R. M. Kineaid, Dr. P. C. Kitchin, Dr. D. C. Miller, Dr. H. B. G. Robinson, and Dr. R. E. 
Wade. 

In addition to this postgraduate course, a graduate course leading to the degree of 
Master of Dental Science is offered by the Graduate School to qualified students in a minimum 


of two years. 
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Italian Convention cn Stomatology 


The twenty-fifth annual Italian Convention on Stomatology promoted by the A.M.D.1I. 
(Italian Medico-Dental Association), affiliated society to the F.D.I., will be held from 
Sept. 26 to 30, 1950, at Stresa (Lake Maggiore). 


Denver Summer Seminar 


The Thirteenth Denver Summer Seminar will be held this year at the Park Lane Hotel, 
Denver, Colorado, July 30 through Aug. 4, 1950. 


Dr. Albert Crosby Memorial Dedication 


Dedicatory exercises were held at 321 Congress Avenue, New Haven, Connecticut, to 
mark the gift of x-ray equipment provided by Mrs. Albert W. Crosby of the Mohican Hotel in 
memory of her husband, the late Dr. Albert W. Crosby, who was First Vice-President of the 
Dental Clinie Society of New Haven. 

Dr. Crosby, who died in 1938, lived in New Haven for seventeen years, He formerly was 
an associate clinical professor of dental surgery at the School of Medicine, Yale University, and 
wrote many articles on his specialty, orthodontics, for various dental journals. 

Dr, Crosby was one of the pioneer orthodontists of New England. 


American Dental Association 


Preparations for the ninety-first annual session of the American Dental Association 
at Atlantie City, October 30 to November 2, moved forward rapidly this month (May) with 
the opening of the official housing bureau for the four-day meeting. 

This year a new system of making hotel assignments will be followed. Reservations 
will be made as much as possible in accordance with the preference of the convention visitor 
instead of making priority classifications that were used formerly. 

Official application forms may be found in The Journal of the American Dental Asso- 
ciation, beginning with the May issue. Accompanying the application forms are detailed maps 
indicating the location of each hotel and the rates for each. 

Reservations may be obtained by filling out the application blank and mailing it to the 
A.D. A. Housing Bureau, 16 Central Pier, Atlantie City, New Jersey. All reservations will 
be handled by the Bureau. The applicant will receive confirmation of his reservation directly 
from the hotel. 

A record-breaking attendance has been predicted by Dr. Harold Hillenbrand, A. D. A. 
Secretary, and it is advised that reservations be made early in order that any preferences for 
hotels can be granted. 

Atlantic City, a major contender for the title of the world’s leading seashore resort, 
offers some 27,000 hotel rooms. Nineteen hotels face the sea and overlook the famous board- 
walk that stretches eight miles along the ocean beach. There are 20 other fine hotels to 
choose from, all near the boardwalk. 

Officials of the A. D. A. and members of the Committee on Local Arrangements, headed 
by Dr. Edward R. White, of Jersey City, New Jersey, have selected the Traymore and 
Claridge as official hotels for the mid-century meeting. The Board of Trustees will meet at 


the Traymore and section officers, essayists, and clinicians will have functions at the Claridge. 


All hotels are within easy access to Convention Hall, constructed at a cost of $15,000,000 
and containing the world’s largest auditorium and exhibit space. Here the scientific sessions 


will be held. 
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Pointing out that Atlantic City yearly entertains some 15,000,000 visitors, local ar- 
rangements officials assert that the resort hotel construction has been directed toward providing 
the ultimate in comfort, relaxation, and elegance. There are sun decks, swimming pools, 
cabafias, and colorful flower beds. 

Convention officials also point out that Atlantic City provides an outstanding place to 
combine work and play and that it is the one city to which a delegate can go and then return 
home refreshed rather than worn out. 

The resort city is proud, too, of its food. It offers some of the finest seafood in the 
country at world-noted restaurants. There are at least 400 restaurants in Atlantic City 
proper, not including the numerous offshore eating places. 

Transportation is no problem. For boardwalk promenades, there are the noted rolling 
chairs pushed by veteran attendants. And there are the new streamline chairs which are motor 
driven—but at a very slow pace. And one block from the broadwalk are the famous jitney 
buses that travel the entire length of Atlantic City for 10 cents. An area rich in tradition 
and history, it is only one hour from Philadelphia and four hours from New York. 

Autumn is viewed as an ideal time to visit the resort. By day, there is warm sunshine 
salted by ocean breezes. At night, there is cool, crisp starlight. 

Already, hotel assignments have been made for meetings of associated dental groups 
for the annual session. Among these are the American Academy of Periodontology, at the 
Claridge; American Academy of Restorative Dentistry, Chalfonte-Haddon Hall; American 
Association of Dental Editors, Traymore; American Association of Dental Examiners, Tray- 
more; American Association of Public Health Dentists, Dennis; American Board of Oral 
Pathology, Claridge; American College of Dentists, Claridge; and American Dental Assistants 
Association, Chalfonte-Haddon Hall. 

Others are the American Dental Hygienists Association, Chalfonte-Haddon Hall; 
American Denture Society, Seaside; American Society of Dentistry for Children, Ambassador; 
American Society of Oral Surgeons, Ritz-Carlton; Delta Sigma Delta, Marlborough-Blenheim ; 
International College of Dentists, Chalfonte-Haddon Hall; National Association of Seventh 
Day Adventist Dentists, Dennis; Psi Omega, Ambassador; and Xi Psi Phi, Shelburne. 

The Local Arrangements Committee, in addition to Dr. White as over-all chairman, in- 
cludes Dr. Benjamin Rosenwasser, of Union City, New Jersey, and Dr. Eugene R. Westcott, 
of Atlantic City, as vice-chairmen, and Dr. Daniel F. Lynch, of Washington, D. C., and Dr. 
John S. Owens, of Camden, New Jersey, as honorary chairmen. 

Members, all of New Jersey, appointed as chairmen and vice-chairmen of special com- 
mittees for the convention, are Dr. Eugene W. Newman, of Red Bank, and Dr. Alfred W. 
Nelson, of West Englewood, clinic committee; Dr. J. Ward Weaver, of Pleasantville, and 
Dr. Allen J. Boyer, of Cranford, entertainment; Dr. John 8. MeQuade and Dr. Benjamin A. 
Brown, both of Atlantic City, information; Dr. Walter A. Wilson and Dr. Pierce A. Quirk, 
both of Jersey City, publicity; and Dr. William A. Giblin, of Montclair, and Dr, Charles P. 
Crowe, of East Orange, reception. 


A.D.A. Campaign to Help Need for New Dental Books Abroad 


Dentists and dental societies throughout the United States are urged to give concerted 
support to the campaign of the American Dental Association to help raise world health stand- 
ards by establishing new dental libraries overseas through the CARE-UNESCO Book Fund 
Program. A $250,000 goal has been set for the campaign. 

The plan to share American dental knowledge with dentists in war-depleted countries of 
Europe and Asia has been approved by the A.D.A. House of Delegates and is under the direc- 
tion of Dr. Stanley Tylman, of Chicago, Chairman of the A.D.A. Council on International 
Relations, 

Funds donated by individuals and organizations here are used by CARE-UNESCO rep- 
resentatives to buy the latest and best scientific and technical books for educational institu- 
tions abroad. 
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Dental text and reference books have been requested as priority needs by such instiutions 
as the new United States-sponsored Free University of Berlin; the Dental School of the Uni- 
versity of Athens, Greece; the University Library of Brussels, Belgium, and the Library of 
the Institute of Science in Manila, the Philippines. 

In every instance, the CARE-UNESCO reports show, reconstruction efforts are hampered 
by the lack of books to train professional men in new scientific techniques. 

Book stocks were depleted first by the wartime confiseations and book-burnings carried 
on by the invading armies as part of their conquest plans. 

Then came the bombings, which took a tremendous book toll: 150,000 books destroyed 
at the University of Vienna. ... The library of the University of Caens, France, completely 
demolished. . . . 900,000 books reduced to ashes at the University of Louvain, Belgium... . 
$1,000,000 worth of books lost at the University of the Philippines. Aggravating those losses 
° was the fact that no new books were received throughout the war years. 

The end of the war did not end the book shortages, Virtually all technical book pub- 
lishing in recent years has been done in the United States. The lack of dollars continues to 
make it impossible for foreign universities and libraries to buy the up-to-date books so easily 
available here. 

P Dentistry is one of 20 scientific book categories CARE, in cooperation with UNESCO, is 
helping provide for libraries abroad through the Book Fund Program, which was added to 
the CARE food and textile package service last spring. Funds contributed to the A.D.A. 
campaign will be used by CARE to buy and deliver the latest and best books on dental science 
to dental schools and libraries, in the name of the American Dental Association. 

ey It is hoped that, through the A.D.A. campaign, at least 50 institutions will be benefited 
in the countries served: Austria, Belgium, Czechoslovakia, Finland, France, Great Britain, 
Greece, Western Germany and Berlin, Italy, the Netherlands, Norway, Malta, Japan, Korea, the 
Philippines, Siam, and Pakistan, 

CARE’s purchases of dental books are based on an extensive bibliography compiled by a 
professional committee of scientists and librarians. The subdivisions covered include caries 
treatment, oral pharmacology, oral prosthesis, dental materials, prophylaxis, oral diseases, 
orthodontics, oral anatomy, physiology, and histology. 

Each book purchased through the A.D.A. campaign will bear a book plate inscribed: 
‘*A Gift from the American Dental Associaticn’’—a lasting memorial of the willingness of 
American dentists to share their technical knowledge. All contributions should be earmarked 
for the CARE Book Fund Program and sent to the American Dental Association, 222 East 
Superior Street, Chicago 11, Lllinois. 


Army to Hold Instructor Conference at Fort Sam Houston 


The Army Medical Department ’s Second Medical Instructors’ Conference will be held 
at the Medical Field Service School, Brooke Army Medical Center, Fort Sam Houston, 
Texas, March 27 through March 31, the Army Surgeon General’s Office announced, 

Attending or participating in the conference will be officers representing the Surgeons 
» General of the Army, Navy, and Air Force, the Army Chief of Staff, Nationa] Guard Bureau, 
Army Field Forces, Armed Forces Staff College, Command and General Staff Corps, Armored 
School, Army General School, Infantry School, Chemical Corps School, Army Medical De- 
partment Research and Graduate School, the Surgeons of the six Army Areas and the Mili- 
tary District of Washington, V Corps, the 82nd Airborne Division, and the Medical Equip- 
ment Laboratory. 

The party from Washington, headed by Major General George E. Armstrong, Deputy 
Surgeon General, will leave the Military Air Transport Service hangars at Washington 
National Airport early Saturday morning, March 25. 

In addition to General Armstrong, the Army Surgeon General’s Office will send Major 
General Walter D. Love, Deputy Chief, Dental Division; Brigadier General J. A. MeCallam, 
Chief, Veterinary Division; Colonel John M. Caldwell, Jr., MC, Chief, Psychiatry and Neu- 
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rology Consultants Division; Colonel Hugh R. Gilmore, Jr., MC, Chief, Pathology and Allied 
Sciences Division; Colonel O. F. Goriup, MSC, Chief, Medical Service Corps Division; 
Colonel Thomas E. Patton, Jr., Assistant Chief, Preventive Medicine Division; Colonel] Paul 
I. Robinson, MC, Chief, Personnel Division; Colonel A. L. Tynes, MC, Chief, Medical Plans 
and Operations Division; Colonel Floyd L. Wergeland, MC, Chief, Education and Training 
Division; Colonel William L. Wilson, MC, Special Assistant to the Surgeon General for 
Civil Health Affairs. Colonel William S. Stone, MC, Chairman, Medical Research and De- 
velopment Board, now a surgical patient at Walter Reed General Hospital, will attend if 
sufficiently recovered by the date of departure, or will be represented by Lieutenant Colonel 
Frank L. Bauer, MC, Chief, Research Branch. 

Also from Army SGO will be Lieutenant Colonel Stephen G. Asbill, VC, Chief, Depot 
Branch, Supply Division; Lieutenant Colonel John M. Gracie, II, MSC, Chief, Civilian Com- 
ponents Branch, Education and Training Division; Lieutenant Colonel C. H. Walsh, Chief, 
Organization and Equipment Branch, Medical Plans and Operations Division; and Major 
Stephen J. Beaudry, MSC, and Captain Maribeth T. Cardinal, MSC (WAC) of the Service 
Schools and Planning Branch, Education and Training Division. 

Representing the Navy Bureau of Medicine and Surgery will be Rear Admiral Joel T. 
Boone, MC, and Captain Richard H. Fletcher, MC, Head, Training Branch, Professional 
Division. 

Air Force Medical Service will send Colonel Joseph A. Baird, MC, Military Air Trans- 
port Service, Kelly Air Force Base, Texas; Lieutenant Colonels Charles H. Roadman, MC, 
and Benjamin A. Strickland, Jr., MC, School of Aviation Medicine, Randolph Air Force 
Base, Texas; Major Edward G, Streidl, MSC, Plans and Hospitalization Directorate, Surgeon 
General’s Office. 

Army Chief of Staff representatives will be Colonel Ansen D. Marston, GSC, G-4; 
Lieutenant Colonel Dan C. Russell, GSC, G-1; Colonel C. H. Swartz, GSC, G-3, 

The remainder of the attendance list follows: 

National Guard Bureau, Washington, D. C.—Colonel A. L. Streeter, Air Surgeon, Air 
Force Division. 

Army Field Forees, Fort Monroe, Virginia—Brigadier General R. P. Williams, 
Surgeon. 

Armed Forces Staff College, Norfolk, Virginia—Colonel A. B. Welsh, MC, Medical 
Instructor. 

Command and General Staff School, Fort Leavenworth, Kansas—Colonel L. Holmes 
Ginn, Jr., MC, Medical Instructor. 

Armored School, Fort Knox, Kentucky—Lieutenant Colonel Hubert L. Binkley, MC, 
Medical Instructor. 

Army General School, Fort Riley, Kansas—Colonel I. Bradfield Smock, MC, Medical 
Instructor. 

Infantry School, Fort Benning, Georgia 
Medical Instructor. 

Chemical Corps School, Army Chemical Center, Maryland—Major Lowell E. Thompson, 
Cml C, Radiological Defense Instructor. 

Army Medical Department Research and Graduate School, Army Medical Center, 
Washington, D. C.—Lieutenant Colonel W. D. Tigertt, MC, Deputy Commandant. 

First Army Area, Governors Island, New York—Colonel Clement St. John, MC, Sur- 
geon, and Major Gene Quinn, MSC, Assistant to Surgeon. 

Second Army Area, Fort George G. Meade, Maryland—Colonel George E, Leone, MC, 


Lieutenant Colonel John R. Darrah, MC, 


Deputy Surgeon. 

Third Army Area, Fort McPherson, Georgia—Colonel Rollin L. Bauchspies, MC, Sur- 
geon. 

Fourth Army Area, Fort Sam Houston, Texas—Colonel David E, Liston, MC, Surgeon, 
and Lieutenant Colonel Harold E. Opsahl, MC, Deputy Surgeon. 
Fifth Army Area, Chicago, Ilinois—Colonel E, N. Billick, MC, Surgeon. 
Sixth Army Area, San Francisco, California—Colonel Alvin L. Gorby, MC, Surgeon. 
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Military District of Washington—Colonel Robert E. Bittner, MC, Surgeon, and Cap- 
tain Leonard L. Collier, MSC, Assistant to Surgeon. 

V Corps, Fort Bragg, North Carolina—Colonel Thomas N. Page, MC, Surgeon. 

82nd Airborne Division, Fort Bragg, North Carolina—Major 8. H. Neel, Jr., MC, Sur- 
geon. 

Medical Equipment Laboratory, Fort Totten, New York—Colonel Robert J. Benford, 
MC, Chief, Engineering and Development Division, or Lieutenant Colonel Carlos F. 
Schuessler, MC, Deputy Chief. 


Army Surgeon General Announces Reduction in Training Programs 


A drastie cut in intern and residency training programs to be offered without endan- 
gering professional standards in Medical Department operation was announced today by 
Major General Raymod W. Bliss, Army Surgeon General. 

‘*The curtailment is now possible as a natural culmination of rising professional 
General Bliss said. ‘‘I believe this action will be 


standards and long range planning, 
gratifying to American medicine in general because of a fear that the Army was committed 
to a program of over-specialization.’’ 

The reduction in intern and residency programs has no bearing on the recent closing 
of military hospitals but grows out of a long study of the Army’s personnel needs. 

The original graduate program was established with the assistance of the American 
Medical Association and other medical advisory groups with the goal of training 30 per 
cent of the Army Medical Corps as specialists. This quota was the same as that of the 
British Army and comparable to the American medical profession as a whole. 

Immediately after the close of the war, with the release of the many clinical spe- 
cialists who were temporary officers, the Medical Department had only a handful of quali- 
fied Regular Army officers remaining. Since this number was far too small to meet require- 
ments, an extensive graduate training program was necessary. With the initial phase of 
this program substantially completed, it is now possible to reduce the numbers in training. 

‘*A careful analysis of our requirements for specialists makes it possible for us to re- 
duce our residency programs in many specialties and at the same time provide better quali- 
fied physicians to staff both our general and station hospitals,’’ General Bliss reported. 

‘*In this regard, I wish to emphasize that fine professional training will continue to be 
available in the Army Medical Department,’’ General Bliss stated. ‘‘There will still be 
opportunities for first year residencies in military hospitals to fill normal attrition. There 
will continue to be spaces in second and third year residency training for those students 
found best qualified by the residency selection board. Residents scheduled for temporary 
overseas duty will return to their residencies. In addition, the training programs now 
maintained at all hospitals for their assigned personnel will continue to afford excellent 
professional training for all medical officers.’’ 

The professional training programs involved include civilian and miliary internships 
and residencies. Training in the civilian programs is accomplished at civilian institutions 
with a commitment for military service following completion of training. In the military 
programs, students receive their training in recognized Army general hospital teaching 
centers. 

The following reductions will be effected: 


Civilian internships—A reduction from 300 to 200 by July 1, 1950. 

Civilian residencies—No new residents have been accepted since Jan. 1, 1950, and the 
program will close by attrition. 

Military internships—A reduction from 199 to 150 by July 1, 1951. 

Military residencies—A reduction of almost fifty per cent or a total of 245 by July 1, 
1951, including a recent slash of 131 residencies, another 36 by July 1, 1950, and an addi- 
tianal 66 by July 1, 1951. 
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A sizable reduction in the military residency program has been made possible by com- 
paring actual requirements in each medical specialty with the number actually on duty or 


expected to complete residency training. The resultant quotas recognize both the impor- 
tance of the Army Medical Department having an adequate supply of specialists to meet its 
needs and the undesirability of overspecialization. 

As a result of this analysis it will be possible to reduce spaces in urology, anesthesi- 
ology, general surgery, orthopedics, ophthalomolgy, otolaryngology, dermatology, medicine, 
pathology, radiology, plastic surgery, and physical medicine. Increased spaces will be pro- 


vided for psychiatry and clinical medicine (general practice). 

The resident selection committee in the Surgeon General’s Office will continue to select 
residents for one-year appointments and to advance those who are best qualified. 

General Bliss indicated that the streamlining of the residency program might make the 
eventual consolidation of teaching centers possible with all residency training conducted in 
centers with the best facilities, clinical material, and professional supervision. 


Notes of Interest 


Ernest H. Borgerding, D.D.S., M.S.D., formerly associated with Dr. Howard FE. 
Strange, announces the opening of his own office for the exclusive practice of orthodontics 
at 1753 West 95th Street, Suite 204, Chicago 43, Illinois. 

Dr. Theodore N. Engdah] announces that he is assuming the practice of the late Dr. 
Will G. Sheffer for the exclusive practice of orthodontics at 601 Medico-Dental Building, 
San Jose, California. 

Dr. W. Bruce Malloch announces the opening of an office at 681 Main Street, East, 
Hamilton, Ontario, Canada, practice limited to orthodontics, 

Eugene M. Nelson, D.D.S., announces the opening of his office at 102 Waterman Street, 
Providence, Rhode Island, practice limited to orthodontics. 

Dr. Joseph A. Sheldon announces the opening of his office at 950 Park Avenue, New 
York 28, New York, practice limited to orthodontics. 

Tobias Weissman, D.D.S., announces the opening of offices at 2239 East Colfax Avenue, 
Denver 6, Colorado, practice limited to orthodontics. 

Dr. Frederick T. West and Dr. Eugene E. West, orthodontists, announce the removal 
of their oftice to 760 Market Street, Phelan Building, Suite 733, San Francisco 2, California. 

Dr. Edward Wright announces the removal of his oftices to 125 West Manchester 


Boulevard, Inglewood, California, practice limited to orthodontics. 
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OFFICERS OF ORTHODONTIC SOCIETIES 


The AMERICAN JOURNAL OF ORTHODONTICS is the official publication of the American 
% Association of Orthodontists and the following component societies. The editorial board of 
- the AMERICAN JOURNAL OF ORTHODONTICS is composed of a representative of each one of the 
component societies of the American Association of Orthodontists. 


American Association of Orthodontists 


President, Max E, Ernst - ~ ~ -~ ~- ~- 1250 Lowry Medical Arts Bldg., St. Paul, Minn. 
4 President-Elect, Joseph E. Johnson. ~ ~ ~ Starks Bldg., Louisville, Ky. 
Vice-President, Sergio Giquel ~ 521 Neptune, Havana, ‘Cuba 
Secretary-Treasurer, George R. Moore —- _ 919 Oakland Ave., Ann Arbor, Mich. 


Central Section of the American Association of Orthodontists 


President, L. B. Higley ~ ~ - - - - = = 705 Summit St., Iowa City, Iowa 
Secretary-Treasurer, Earl E, Shepard - - = £500 Giive &. Louis, Me. 


Great Lakes Society of Orthodontists 


President, C. Edward Martinek _  — . . Fisher Bldg., Detroit, Mich. 
Secretary-Treasurer, Scott T. Holmes, 509 Hae kley Union National Bank Bldg., Muskegon, Mich. 


Northeastern Society of Orthodontists 


President, Richard Lowy - - - = 302 Main St., Chatham, N. J. 
Secretary- Treasurer, Oscar Jacobson 35 W. 8ist St., New York, N. Y. 


Pacific Coast Society of Orthodontists 


President, C. F. 8. Dillon - - - - «= Taft Bldg., Hollywood, Calif. 
a Secretary. Treasurer, Frederick T. West _ _ _ _ — 870 Market St., San Francisco, Calif. 


Rocky Mountain Society of Orthodontists 


President, Elmer 8. Linderholm ~ -~ ~ -~ - - - ~- 1558 Humboldt St., Denver, Colo. 
Vice-President, Ernest T. Klein 632 Republic Bldg., Denver, Colo. 
Secretary-Treasurer, Curtis E. Burson ~ - - - - 1232 Republic Bldg., Denver, Colo. 


Southern Society of Orthodontists 


President, E. C. Lumsford ~ ~ ~ ~ ~ ~ 2742 Biscayne Blvd., Miami, Fla. 
Secretary-Treasurer, Frank P. Bowyer ~ -~ -~ - - Medical Arts Bldg., Knoxville, Tenn. 


Southwestern Society of Orthodontists 


6 President, J. 8. Cunningham _ - — . 3718 Travis St, Houston, Texas 
Secretary- Treasurer, Marion A. Flesher . — — Medical Arts Bldg., Oklahoma City, Okia. 


American Board of Orthodontics 
President, James D. McCoy - ~ -~ - ~- 405 North Bedford Drive, Beverly Hills, Calif. 


Vice-President, Joseph D. Eby - - -~ - -~ - - - 121 E, 60th St., New York, N. Y. 
Secretary, Stephen C. Hopkins -~ ~- 1726 Eye St., N. W., Washington, D. C. 
Treasurer, Reuben E. Olson. ~ ~ ~ ~ ~ 712 Bitting Bldg., Wichita, Kan. 
Raymond L, Webster 133 Waterman St., Providence, 1. 
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ADERER’S No. 4 WIRE: Our finest platinum-gold wire. 
Extremely high fusing. Platinum-gold color. Recommended for base 
wires, main and auxiliary wires such as finger springs and for any part 


of the appliance requiring a high degree of elasticity and strength. 


ADERER’S No. I WIRE: This platinum-gold-color wire 
may be used for the same purposes as Aderer’s No. 4 wire with exactly 
the same technic. However, while its fusing temperature is somewhat 
lower than No. 4 wire, the fusing temperature of this alloy permits the 


use of any good grade of solder. You will find it an extremely fine wire. 


MULTI-ORTHO WIRE: This platinum-color wire is a com- 
pletely temperable, high fusing, platinum-gold base wire. It has a unique 
ability to accept bends of most intricate pattern—it takes any grade of 
solder—it handles easily. 

It also happens to be an extremely economical wire because of low 
specific gravity. You receive approximately 20% more wire per dwt. (a 


foot length of .040” wire weighs only 2 dwt.). 


ADERER GOLDS | 


Julius Aderer, Inc., New York - Chicago 


May, 1950 
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METAL 


NO. 61 METALBA — Platinum Color 
A high-grade, exceptionally strong, tough, springy wire. 
No. 61 Metalba is the highest grade orthodontic wire of 
our manufacture. It is high fusing, and maintains its high 
physical properties after soldering operations. 


$3.90 per dwt. 


GOLD PLATINUM-—Gold Color 


Gold Platinum Wire has been proving its merits for all types of 
arches and springs for more than a quarter century. It’s easy 
working, strong, tough, springy, and doesn’t “tire” or lose its 
elasticity while orthodontic treatments are in progress. 


$3.00 per dwt. 
NO. 12 CLASP 


A high grade wire with physical properties that rival closely those of 
the highest priced orthodontic wires. It’s almost as strong as the 
strongest, moreover, it is very tough and elastic, and an exceptional 


arch wire. $2.80 per dwt. 
S. S. WHITE METALBA BRAND BAND MATERIAL 


A high-fusing, non-tarnishing all precious metal, medium hard band 
material, costing little more than base metal products. It’s easy working, 
tough, and has good strength—sufficient for all orthodontic purposes. 
Metalba Band Material requires no particular heat treatment. It is 
high fusing and gold solder of any fineness may be used with it. 

$2.15 per dwt. 
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